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PROVEN EFFECTIVE 
FOR THE TENSE AND 
NERVOUS PATIENT 


There is perhaps no other drug introduced in 
recent years which has had such a broad spec- 
trum of clinical application as has meproba- 
mate.* As a tranquilizer, without an autonomic 
component in its action, and with a minimum 
of side effects, meprobamate has met a clinical 
need in anxiety states and many organic diseases 
with a tension component.%? 

Krantz, J. C., Jr: The restless 
patient — A psychologic and 


pharmacologic viewpoint. 
Current M. Digest 


the original meprobamate, discovered and introduced by 
Wi)" WALLACE LABORATORIES, New Brunswick, N. J. 
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The patient who 


responds best to 


your skill is the 


patient in whom 
anxiety and tension 
don’t interfere 


with your treatment. 


EQUANIL* 


meprobamate Wijetk 


Philadelphia 1, Pa. 
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NEW AND EXCLUSIVE 


FOR SUSTAINED 
TRANQUILIZATION 


MILTOWN* (meprobamate) now available 


in 400 mg. continuous release capsules as 


Meprospan-400 


JUST ONE CAPSULE 
LASTS ALL DAY 


HIGHER POTENCY 
FOR GREATER CONVENIENCE 


e relieves both mental and muscular tension 
without causing depression 


e does not impair mental efficiency, motor 
control, or normal behavior 


Usual dosage: One capsule at breakfast, 
one capsule with evening meal 


Available: Meprospan-400, each blue capsule contains 
400 mg. Miltown (meprobamate) 


Mephrospan-200, each yellow capsule contains 
200 mg. Miltown (meprobamate) 


Both poiencies in votives of WU. 


QP WALLACE LABORATORIES, New Brunswick, N. J. 
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patients' 
became 
easily 

manageable In chronic schizophrenia! 
the normalizing influence of 
Dartal became evident by 
...8tde a return to a quiet and 
effects’ normally active behavior, 
reduced aggressiveness and 
were tension, lessened anxiety 
ratifuingl and delusions, and better 

Sy gy subjective feeling in 81.5 

low per cent of a series of 

in fifty-four patients. 


incidence” All in this group had been 

ceeniaeed refractory to shock therapy, 
hydrotherapy and ataraxic 

drugs, and seven had 


undergone psychosurgery. 
® 
Dartal was preferred by 
dihydrochloride the patients to other 
methods of therapy because 
side actions were infrequent 


with 


brand of thiopropazate dihydrochloride (occurring in 4 per cent); 
all side effects were 


readily reversible. 


In another study* the drug 
was found particularly 
useful in patients with 
association defect, 
depersonalization and 
anxiety, while patients with 
mood depression did not 
respond. 

The usual dose is one 
10-mg. tablet, one to three 
times daily; individual 
dosage adjustment is, how- 
ever, especially important. 


1. Ferrand, P. T.: Minnesota Med. 41:853 (Dec.) 1958 
2. Edisen, C. B., and Samuels, A. S.: A.M.A. Arch. Neurol. & Psychiat. 80:481 (Oct.) 1958. 
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the 


depression 


brand of phenelzine dihydrogen sulfate 


i 
om 
a a true antidepressant 
Vill 


rapidly effective— antidepressant 
response often within a few days; complete 
remission usually within 2 to 6 weeks, in 4 
out of 5 patients.!5 


low toxicity — no significant reports of 
toxicity to liver, blood or kidneys; side ef- 
fects only occasional or mild in 3 years of 
exacting clinical trial and in thousands 
of cases to date.!+4 


corrective —helps remove the depres- 
sion, rather than merely masking the 
symptoms...this well tolerated yet potent 
monoamine oxidase inhibitor passes the 
blood-brain barrier rapidly with preferen- 
tial distribution to the brain—not the liver 
...restores the mild-to-deeply depressed or 
suicidal patient without institutionalization 
and without recourse to ECT in most cases.!* 


simple dosage schedule_ tab. 
let 3 times a day. 

Indications: For the office or hospital treat- 
ment of mild to severe depressions, endog- 
enous or reactive, and in depressions 
associated with chronic diseases such as 
angina pectoris and rheumatoid arthritis. 
Improves the depressed phase of affective 
(manic-depressive) psychosis, and relieves 
the depression of catatonic schizophrenics, 
although not affecting the psychosis per se. 


Side Effects: Occasionally postural hypo- 
tension is seen, particularly in those patients 
whose pretreatment pressure is low. Infre- 
uently reported nausea, ankle edema, 
delayed micturition or constipation is man- 
aged by appropriate adjunctive therapy, or 
will abate when dosage is reduced to main- 
tenance level. 
Dosage: One tablet three times a day. 
Maintain until remission of symptoms, 
which may require 2-6 weeks; then reduce 
to a maintenance level of 1 or 2 tablets a 
day. For the occasional patient who does 
not respond to the above starting dose, an 
additional one or two 15 mg. tablets may 
be given at bedtime. 


Supplied: Orange-coated tablets, each con- 
taining 15 mg. of phenylethylhydrazine 
— as the dihydrogen sulfate. Bottles 
of 100. 


Caution: Even though there have been no 
significant reports of toxic effects on the 
liver with the use of Nardil, as a matter of 
caution patients should be carefully fol- 
lowed with liver profile studies and the drug 
should be withheld or used with extreme 
care where the patient has a history of liver 
disease or where liver damage is present. 
Also, hypotensive patients should be under 
close medical supervision. 


references: 1. Sainz, A.: The Phrenopraxic Act 

of a Non-noxious Antidepressant, Ann. New York Acad. 
Sc. (in press) 1959. 2. Thal, N.: Cumulative Index of Anti- 
di Medicati Dis. Nero. 20:197 (sey) 


1959. 8. Saunders, J. C.; Roukema, R. Kline, N. S., 
Bailey, S. d°A. : Clinical Results with Phen- 


elzine, Am. J. Psychiat. 116 :71 (July) 1959. | 
4. Arnow, L. E.: Phenelzine: A Therapeu- eR 
Med., 6:1573 (Sept.) 1959. S. Dickel, H. 
A.; Dixon, H. H.; Shanklin, J. G., and 

Tension Fatigue States 
and Their Adjunctive Treatment Using 


tic Agent for Mental Depression, Clinical 
Nardil, Clinical Med., 6:1579 (Sept ) 1959. 
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use” effects as 
anti-emetic action 
—explains why 


“Thioridazine XIL | is as effective as the best available phenothiazine, but with [| 
appreciably less toxic effects than those demonstrated with other phenothiazi 
drug appears to represent a major addition to the safe and effective treatment of awide | | 
rangé of psychological disturbances seen daily in the clinics.or by the general practitioner.* 


a new advance in tranquilization: 
greater specificity of tranquilizing action results in fewer side effects 


s 
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CH, CH, 


The presence of a thiomethyl radical (S-CH,) is unique 
in Mellaril and could be responsible for the relative 
absence of side effects and greater specificity of 
psychotherapeutic action. This is shown clinically by: 


1 A specificity of action on certain brain sites in contrast to the 
more generalized or “diffuse” action of other phenothiazines. 
This is evidenced by a lack of appreciable anti-emetic effect. 


MELLARIL 


inimal suppression of vomiting  tranquilization | 


ttle effect on blood pressure 
nd temperature regulation 


Less “spill-over” action to other brain areas — hence, 
absence of undue sedation, drowsiness or autonomic 
nervous system disturbances. 


A notable absence of extrapyramidal stimulation. 


Dampen 
sympathetic 
parasympat 4 pening of blood pressure 


nervous sy temperature regulation Lack of impairment of patient’s normal drive and energy. 


Ing suppression of vomiting 


other ‘-) Virtual freedom from such toxic effects 
phenothiazine -type as jaundice, photosensitivity, skin eruptions, 
tranquilizers 
blood forming disorders. 


Indication Usual Starting Dose Total Daily Dosage Range 


ADULTS: Menta! and Emotional Disturbances: 
MiILD—where anxiety, apprehension and tension are present 10 mg. t.i.d 20-60 mg. 
MODERATE -— where agitation exists in psychoneuroses, 25 mg. t.i.d. 50-200 mg. 
alcoholism, intractable pain, senility, etc. 

SEVERE-— in agitated psychotic states as schizophrenia, manic 
depressive, toxic psychoses, etc.: 
Ambulatory 100 mg. t.i.d. 200-400 mg. 
Hospitalized 100 mg. t.i.d. 200-800 mg. 


CHILDREN: BEHAVIOR PROBLEMS IN CHILDREN 10 mg. tid 20-40 mg. 


Mellaril Tablets, 10 mg., 25 mg., 100 mg. 


*Ostfeld, A. M: Scientific Exhibit, American Academy 
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Cat: of General Practice, San Francisco, April 6-9, 1959 
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SAFER ELECTROSHOCK THERAPY 
ultra-short-acting 
skeletal muscle 


Succinylcholine Chloride 


60 Seconds After Injection 


atient relaxed shock given 
modified clonic phase begins: 


90 Seconds After Injection «180 Seconds After Injection 
* modified clonic phase ends + normal respiration returns : 
(total time of shock procedure 
' approximately 3 minutes average 


Comments from the literature: 
«,..method of choice.” 


relaxation Havens, L. L.: Dis. Nerv. System 19:1 (Jan.) 1958. 


recommend its use.” 
Impastato, D. J., and Gabriel, A. R.: Am. J. Psychiat. 


rapid Fo.) i958. 


.. treatment of choice.” 


recove ry Michael, K. D., and Wunderman, D. €.: J. Nerv. & Ment. 


Dis. 126:535 (June) 1958. 
“,.. irrespective of age.” 

Robie, T. R.: J. M. Soc. New Jersey 52:82 (Feb.) 1955, 
Complete literature available upon request. 


*Anectine’™®™ brand Succinyleholine Chloride 
Injection: 20 mg. in each ce., multi-dose vials of 10 ce. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
XII 


=) 
+ 
rae 
. 
‘ 
Injection ‘ANECTINE’ IV. be 
114:698 (Feb.) 1958. ‘ 


toward a new beginning... 


meaningful “give and take” experience 
— within the hospital community 


- hiatri ith al ling, turn the pag | 
am for a psychiatric case report with a happy ending, turn the page.. 


toward the “give and take” 
recovery goal 


Turmoil, fear and frozen behavior in a paranoid patient are Beginning of responsiveness, trust in therapist. 
l mixed reactions to social situations. TRILAFON, I.M., started. Suspicion diminished, responsiveness improving. 2 


Consistently considerate treatment from hospital person- 
4 nel supports the emerging sense of values and purpose. 


j 


A clear turning point, and a quiet clear frame of 
3 mind. TRILAFON continued orally, 12 mg. q.i.d. 


Six months later, staff notes a major “profile” change as the patient “holds 
5 his own” successfully in the daily interrelationships of the hospital community. 


acilitates socia 
improvement... 
the initial goal 

of therapy 

in mental patients 


perphenagine 


Dosage: Depending on the severity of 
the condition and response of the indi- 
vidual case, the dosage is 8 to 16 mg. two 
to four times daily. Consult Schering lit- 
erature for other indications, as well as 
for details on dosage and administration, 
precautions and contraindications. 


Packaging: Tablets—2 mg., 4 mg. and 8 mg., 
bottles of 50 and 500; 16 mg., bottle of Suv. 
REPETABS —4 mg. in the outer layer and 4 mg 
in the timed-action inner core, bottles of 
and 100. TrRILAFON Injection—5 mg., ampul of 
1 cc., boxes of 6 and 100; 10 cc. vial, 5 mg./cc., 
boxes of 1 and 10. TriLtaPFon Concentrate — 16 
mg./5 cc., bottle of 4 oz., with graduated 
dropper. TRILAFON Suppositories—4 mg. and 
8 mg., boxes of 6. TRILAPFON Syrup—2 mg./5 cc., 
4 oz. bottle. 


TRILAFON,® brand of perphenazine. 
Reretass,® Repeat Action Tablets. 


SCHERING CORPORATION * BLOOMPIELD, NEW 
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Better protection against relapse with Compazine* Spansule* capsules 


With ‘Compazine’ Spansule capsule therapy you maintain firmer and more 
continuous control of psychotic behavior than with usual tablet therapy 
Hard-won control of psychotic behavior is too often jeopardized by sudden falls in 


drug levels due to skipped or forgotten doses of t.i.d. and q.i.d. tablet medication. 


Because one ‘Spansule’ capsule sustains an unvarying therapeutic level of ‘Compazine’ 
for 10 to 12 hours, ‘Compazine’ Spansule capsule therapy protects your patient from 
these sudden falls in drug levels that may lead to a breakthrough of symptoms. 


Administered only qizh, ‘Compazine’ Spansule capsules help you maintain con- 
tinuous, all-day and all-night control of psychotic behavior. 


Available: NEW 75 mg. ‘Compazine’ Spansule capsules—also in strengths of 10 mg., 
1§ mg. and 30 mg. 


If it’s a ‘Spansule’ brand capsule, it’s made and marketed only by 
Smith Kline & French Laboratories 


first ¥ in sustained release oral medication 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
+T.M. Reg. U.S. Pat. Off. for capsules, S.K.F. 
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THE ACADEMIC LECTURE 
HOPE 


KARL MENNINGER, M.D.* 


INTRODUCTORY REMARKS 


President Gerty’s invitation to address 
this assembly of the future leaders of 
our Association was one of the great 
pleasures and honors of my life. 

I can well remember my excitement 
when, in company with my father and my 
teacher Ernest Southard, I attended my 
first annual meeting—the 75th anniversary. 
This was 40 years ago, here in Philadel- 
phia. I think I have missed only one meet- 
ing since then. In those days we were a 
small, intimate, informal group of a few 
hundred ; everyone knew everyone. The 
program was simple, the entertainment lav- 
ish and the whole meeting a kind of family 
reunion. Southard and father and many 
others are gone now—but there are new 
elements of a family affair for my brother 
Will and myself of which we are proud. 

In the years since then there has been 
a vast development in the numbers and 
complexity of our organization. I am glad 
to have had a part in the planning for its 
re-structuring, even though the immediate 
impact of the suggestions made by the 
Committee on Reorganization was a shock 
reaction. That 14 of our 16 recommenda- 
tions have been put into effect is gratify- 
ing. But I find the greatest satisfaction in 
the emphasis which the program commit- 
tees and officers have placed on our contin- 
ued self-improvement, on psychiatric edu- 
cation, on, for example, academic lectures ! 

It is from a background of teaching that 
the topic which I propose to discuss 
emerged. I would like to warn you not to 
expect a scientific analysis of it along 
conventional lines. The subject does not 
permit of that ; we don’t yet know enough 
about it, and it would be presumptuous to 
make the attempt. I am not reporting a 


1Read at the 115th annual meeting of The 
American Psychiatric Association, Philadelphia, Pa., 
Apr. 27-May 1, 1959. 

2 The Menninger Foundation, Topeka, Kan. 


research or a discovery, and it is no dark 
hour, calling for exhortation or comfort. 
I speak, rather, to the point of focussing 
attention upon a basic but elusive ingredi- 
ent in our daily work—our teaching, our 
healing, our diagnosing. I speak of hope. 

Long before love became medically re- 
spectable, long before Sigmund Freud 
demonstrated it to be a basic consideration 
in psychiatry, philosophers and poets and 
the common people of the world knew that 
it was essential to our mental health. Per- 
haps the most beautiful essay ever written 
was about love and its manifestations in 
personality. 

To that essay is appended a footnote 
which is often quoted as if it were a 
summation. True, observed the writer, 
there are other permanent goods in the 
world beside love : there is faith, and there 
is hope. But, he added, “the greatest of 
these is love.” With this concluding phrase 
most psychiatrists, I presume, would agree. 
Most of us, I think, would also agree to 
include faith—the faith that sustains our 
conviction that what we are doing is worth 
doing, the faith that our existence has 
meaning and the faith that our concern for 
one another reflects the concern of a 
Creator. 

Our shelves hold many books now on 
the place of faith in science and psychi- 
atry, and on the vicissitudes of man’s ef- 
forts to love and to be loved. But when it 
comes to hope, our shelves are bare. The 
journals are silent. The Encyclopaedia 
Britannica devotes many columns to the 
topic of love, and many more to faith. But 
hope, poor little hope! She is not even 
listed. 

I confess I was astonished to discover 
this. And yet, I realized that this avoidance 
of the theme reflected my own attitude. 
Time was when for this occasion I should 
have chosen as my subject “Love” or 
“Hate” or “Conflict” or “Instinct” or “Sub- 
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limation” or “Symptom Formation”—but 
never such a thing as “Hope.” It seems al- 
most to be a tabooed topic, a personal mat- 
ter, scarcely appropriate for public dis- 
cussion. And yet—since when has psychiatry 
eschewed examination of our innermost 
thoughts and feelings ? Should we not ad- 
here to our professional habit of self-ex- 
amination and contemplation ? If we dare 
to hope, should we not dare to look at 
ourselves hoping ? 

This is not the way I began to think 
about the topic. Nor did I come to it 
fresh from struggles with Kierkegaardian 
logic, or from brooding over Greek pessi- 
mism, or from apprehensiveness concerning 
the muddled management of unsettled 
world affairs. It was all in the day’s work, 
so to speak, some preoccupations with the 
motivations of the young doctors I teach. 
The miracle of growth has long intrigued 
me: the growth of the child, the growth 
of plants, the growth of cultures and the 
growth of young psychiatrists. I have seen 
one after another young doctor step for- 
ward, fresh from his internship or from 
his military duty, to enter the mysteries of 
psychiatric training. I have seen these 
young men approach the abstruse and 
puzzling material of our field of medicine 
with resolute courage—let us say, rather, 
with hope. 

But behind the fagade presented by these 
acolytes there are often tumults of con- 
flicting voices, fearful insecurity and bold 
over-self-confidence. The dramatic picture 
of psychiatry fascinates them, the reputed 
resistance to treatment challenges them, 
the multiplicity of method appalls them. 
They are assigned to wards filled with 
vacant or frantic faces, turned now upon 
“the new doctor.” It is usually long after 
their initiation into the uncanny world of 
mental illness that they can distinguish 
the moving process, or would have the 
personal experience of interaction with a 
recovering patient. 

Nevertheless, the novitiates assail their 
tasks headlong, sometimes with a furor 
therapeuticus. There is nothing mercenary 
or aggressive about this. They are not 
working for money. They are struggling to 
become effective in a new kind of relation- 
ship with patients. Sometimes they go too 


far, they presume, they expect or promise 
too much. More often frustration, sad ex- 
perience, or self-depreciation erodes the 
confidence required for persistent effort, 
and the little candle of hope, which for 
awhile burned so brightly, weakens, sput- 
ters and goes out. We see the beginning of 
a repetition of scenes so common 25 years 
ago—hopeless physicians presiding, passive- 
ly, over hopeless patients. “Psychiatry,” we 
will hear, “has been oversold. The enthusi- 
asm of inexperience only awaits the dis- 
illusionment of time. It is enough if we 
bestow kindness and wait for the inevitable. 
Hope is for the hopeless, and for fools.” 

We would like to think that the young 
men who pass through our training pro- 
grams mostly emerge with certain limits 
put upon their expectations and certain 
guards upon their implied promises, but 
with the flame of their hope unextinguished 
and unextinguishable. We like them to be- 
lieve that there is no patient for whom 
something helpful cannot be done. But we 
also like them to realize that the changes 
the patient desires in himself, or the physi- 
cian desires in his patient, may not be the 
ones which come about, may not even be, 
in the long run, the changes that it were 
best to have sought for. It is a responsibility 
of the teacher to the student, just as it is of 
the young doctor to his patient, to inspire 
the right amount of hope—some, but not 
too much. Excess of hope is presumption 
and leads to disaster. Deficiency of hope is 
despair and leads to decay. Our delicate 
and precious duty as teachers is to properly 
tend this flame. 

I propose, therefore, that we examine this 
essential constituent of both treatment and 
teaching. How shall we think of it? Is it 
something which deserves our concern as 
scientists ? Or only as philosophers and 
poets ? Is it only an epiphenomenon of life 
and the healing art ? Do we, perhaps, tacit- 
ly ascribe hope to temperament, a sort of 
fringe benefit deriving from certain fortui- 
tous congenital arrangements of glands and 
neurons ? This is slight improvement upon 
the humoral theories of sanguinity and 
melancholy treasured by our forebears. If 
we ascribe hope, as some psychoanalytic 
writers have done, to recollections of ma- 
ternal infallibility and recurrent oral grati- 
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fications, what combination of these experi- 
ences shall we regard as optimum ? Others 
have seen in hope a prevailing note of fear, 
a counter-phobic denial of the horror and 
despair born of self-destructive trends or of 
the immanence of existential doom. 

More congenial to my thinking is the 
ascription of hope to the mysterious work- 
ings of the repetition compulsion, the very 
essence of which is a kind of relentless and 
indefatigable pursuit of resolution and 
freedom. I would see in hope another as- 
pect of the life instinct, the creative drive 
which wars against dissolution and destruc- 
tiveness. But some will say, with Freud, 
that this is only our speculative abstractions 
to supply a model for practical thinking 
and behavior. Our mythology, he called it. 

Here we might pause a moment to con- 
sider another mythology about hope. Pan- 
dora, it will be recalled, was an agent 
in the infliction of revenge of mankind by 
an angry Zeus. Curiosity led to her opening 
the box from which all the evils now in the 
world emerged. Biting, stinging creatures 
flew through the air and attacked mortals ; 
but remaining behind was one good little 
sprite, man’s consolation, Hope. But if 
Hope was a blessing, why did she remain 
in the box ? And if, on the other hand, she 
was an evil like the rest, perhaps even 
the worst evil of all, why did she not fly 
out with them and begin work ? 

The Greeks mostly did consider hope an 
evil. The Greek philosophers and the later 
Greek literature tended more and more to 
the view that since fate was unchangeable, 
hope was an illusion, “the food of exiles” 
and, indeed, “man’s curse !” 
(Euripides). Quotations from Solon, Si- 
monides, Pindar, Thucydides and others 
say this in different ways. The Greek feeling 
about hope is vividly expressed in Anouilh’s 
adaptation of Sophocles’ Antigone, where, 
referring to herself, the heroine cries, “We 
are of the tribe that asks questions, and we 
ask them to the bitter end—until no tiniest 
chance of hope remains to be strangled by 
our hands. We are of the tribe that hates 
your filthy hope, your docile, female hope ; 
hope, your whore. . . . 

From this one can see a it was intrepid 


3 Which Creon interrupts with “Shut up! If you 
could see how ugly you are, shrieking those words !"’ 


indeed of St. Paul, writing to Greek friends, 
to declare that hope should stand along 
with love. In this Paul was loyal to his 
Hebrew heritage (Psalms 42, Isaiah 40) as 
well as his Christian convictions. For while 
the Jews were, to be sure, people of faith, 
they were also at all times a people of 
hope who, despite tribulation, clung to the 
expectation that the Messiah would come 
and the world get better. Hence, with the 
spread of Christianity and the dispersion 
of the Jews, hope had its missionaries, and 
Paul was one of them. 

Martin Luther, like St. Paul, shook his 
fist at Greek fatalism and declared : “Every- 
thing that is done in the world is done by 
hope.” Samuel Johnson opined that “where 
there is no hope there can be no endeavor,” 
and our own countryman, Emerson, took 
up the cudgels for hope : it is by his hope, 
he said, that we judge of a man’s wisdom. 
“You cannot put a great hope into a small 
soul,” said another (Jones) and Tennyson’s 
words, “The mighty hopes that make us 
men,” now echo in our ears. 

But many poets have tended to accept 
(rather bitterly) the fatalistic if not cynical 
view of the Greeks : 


Hope—fortune’s cheating lottery, where for one 
prize 1. hundred blanks there be. (Cowley, 
1647) 


Worse than despair, worse than the bitterness 
of death, is hope. (Shelley : The Cenci, 1819) 


Hope is the worst of evils, for it prolongs the 
torment of man. (Nietzsche : Human All-too- 
Human, 1878) 


I have had some patients who agreed 
with these poets. Partly that is why they 
were patients. But when I searched the 
literature for some kind words about hope, 
I experienced some uneasiness lest I find 
that very little (that my colleagues would 
accept) had ever been said for hope! And 
very little I found, indeed. But the cup- 
board proved not to be entirely bare. Par- 
ticularly Dr. Thomas French, in his 5 vol- 
ume examination of the psychoanalytic 
process, has dealt extensively with hope as 
the activating force of the ego’s integrative 
function. 


Anouilh, Jean: Antigone and Eurydice: Two Plays. 


London: Methuen, 1951. 
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Twenty years ago Mrs. Menninger and | 
submitted the thesis in Love Against Hate 
that hope was the dim awareness of un- 
conscious wishes which, like dreams, tend 
to come true. We said, 


There is no such thing as “idle hope.” The 
thoughts and hopes and wishes that we en- 
tertain are already correlated to the plan of 
action which would bring these about, even 
though the whole project is ultimately re- 
nounced as too difficult or too dangerous. . . . 
This essential identity of hoping, wishing, 
purposing, intending, attempting, and doing is 
a little difficult for the practical common-sense 
man to grasp, because for him it makes a great 
difference whether a thing is executed or only 
planned or only hoped for. There is an external 
difference, to be sure ; and there is an internal 
difference, too. But internally, (psychological- 
ly) from the standpoint of motive, there is no 
difference. There is a difference in the fate of 
the impulse, the degree with which it is cor- 
related with reality, inhibited by internal fears, 
supported by other motives, etc.—but the mo- 
tive force is the same. . . . The hopes we 
develop are therefore a measure of our ma- 
turity. 


At that time it seemed to me that educa- 
tion best expressed the hope of the human 
race. But today I think I see the expression 
of hope in many clinical phenomena, as 
well. 

Each of us here who has been in prac- 
tice more than a decade has seen the “hope- 
less case” recover. And we have sometimes 
seen, or so it seemed, that a mother’s or 
father’s indomitable hope was a factor in 
this recovery. True, we have also seen hope 
deferred making the heart sick. But hope 
must be distinguished from expectation. 
“We are saved by hope,” wrote St. Paul 
to some Roman Christians, “but hope that 
is seen is not hope : for what a man seeth, 
why doth he yet hope for ?” 

Nor is hope identical with optimism ; 
optimism always implies some distance 
from reality, as Marcel points out, so that 
obstacles appear attenuated. The optimist, 
like the pessimist, emphasizes the impor- 
tance of “I.” But hope is humble, it is 
modest, it is self-less. Unconcerned with 
the ambiguity of past experience, hope 
implies process; it is an adventure, a 
going forward, a confident search. 


When Doctors Bartemeier, Romano, Ku- 
bie and Whitehorn and I went to the 
European Theatre of World War II for my 
brother Will and the surgeon-general, we 
arrived at the Buchenwald prison camp a 
few days after it had been entered by our 
armed forces. What I remember most vivid- 
ly of that terrible place was something we 
didn’t actually see. But we heard it at first 
hand. The night before we got there, our 
U. S. Army doctors had given what they 
called a “smoker” for the physician pris- 
oners they had discovered and released. 
It was a kind of unearthly medical society 
meeting. Army rations were put out as 
refreshment, with some wine and _ tobac- 
co, incredibly relished by the emaciated but 
overjoyed guests. Communication in words 
was imperfect because of language difficul- 
ties, but the spirit was unmistakable. The 
members of a fraternity were reunited. 
And in the spirit of the fraternity, experi- 
ences were exchanged. 

These doctors, prisoners along with all 
the others, had followed the same routines 
of 4:00 a.m. rising, shivering roll calls, day- 
long drudgery on the Autobahn, shivering 
roll calls again, and finally a cold bowl] of 
thin soup. They were starved and beaten 
and overworked like all the others, with no 
reason to expect any other fate than the 
miserable death and cremation which they 
observed about them daily. 

But now comes the surprise. At night, 
when the other prisoners were asleep, these 
thin, hungry, weary doctors got up and 
huddled together in a group, and talked. 
They discussed cases. They organized a 
medical society. They prepared and pre- 
sented papers. They made plans for im- 
proving health conditions. Then they began 
to smuggle in materials to make various 
medical instruments. And finally they built, 
of all things, an X-ray machine ! The pieces 
had to be found somewhere ; they had to 
be stolen, they had to be concealed in the 
prisoners’ clothes ; they had to be carried 
back to the prison on the long, weary 
marches after work. The guards had to be 
bribed or otherwise thrown off the scent. 
But little by little, with the aid of some 
engineers and electricians among the pris- 
oners, these doctors put together a work- 
able X-ray machine and used it, secretly, 
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at night, in their efforts to ameliorate the 
lot of their fellow prisoners. This was what 
dedication to medicine and humanity could 
do—kept alive by hope. 


But, someone who remembered may ask, 
bitterly—what of the thousands who died 
miserably for all the hopes they nurtured ? 
Even here I would not concede that hope 
had altogether failed. I would believe that 
hope had sustained them in their martyr- 
dom, and that their hopefulness, however 
frail and tortured and ultimately defeated, 
was communicated on down through prison 
generations to those who were ultimately 
freed and brought us the record of this 
medical miracle. Who can read the elo- 
quent last messages of the condemned as 
collected by Gottwitzer, Kuhn and Schnei- 
der and published as Dying We Live, and 
fail to catch a spark of hope from them ? 

Confirmation for the sustaining function 
of hope in life has recently come from a 
most unexpected quarter—the psychobio- 
logical laboratory. At the annual convention 
of the American Psychological Associa- 
tion in September 1956, Curt Richter of 
Johns Hopkins reported an astonishing 
phenomenon. It was simply this, that when 
placed in certain situations which seemed 
to permit of no chance for escape, even 
vigorous animals gave up their efforts and 
rapidly succumbed to death. This was ob- 
served experimentally in both laboratory 
rats and wild rats. “After elimination of the 
hopelessness feature,” reported Ritcher, 
“the rats do not die . . . (Indeed, the speed 
of their recovery is remarkable). A rat 
that would quite certainly have died in 
another minute or two, becomes normally 
active and aggressive,” swimming vigorous- 
ly for 50 to 60 hours. Ritcher emphasized 
that not the restraint alone, nor the immer- 
sion, nor the exposure, nor the trimming of 
whiskers will explain the phenomenon. It 
is, he insisted, the loss of hope. 

Richter added some confirmatory data 
from other fields and suggested an extra- 
polation from his laboratory observations to 
explain the occurrence of sudden death in 
rabbits, chimpanzees, foxes, raccoons, some 
birds, musk oxen, otters, mink and even 
human beings. “Some of these instances,” 
he said, “can best be described in terms 


of hopelessness, all avenues of escape ap- 
pearing to be closed.” * 

This is not an isolated observation or 
hypothesis. For example, from a large 
amount of psychosomatic investigation En- 
gel and his associates in Rochester, New 
York, consider that what they describe as 
“helplessness” and “hopelessness” reflect a 
necessary if not a sufficient condition for 
the development of organic disease. ° 

And then there is the Queequeg phenom- 
ena of “Voodoo Death” in Moby Dick 
which Walter Cannon and others have 
amply substantiated with authentic data 
from primitive societies. No doubt most of 
us can recall instances in which the loss 
of hope seemed to accelerate the arrival 
of death for a patient. There are many such 
stories, unconfirmed of course but highly 
suggestive, in the daily press. ® 

All of these things seem to me to sup- 
port the theoretical proposal that hope 
reflects the working of the life instinct in 


4 Richter, C. P.: Sudden Death Phenomenon in 
Animals and Humans. Unpublished Manuscript. 

5 Schmale, A. H., Jr.: Relationship of Separation 
and Depression to Disease (1) A Report on a 
Hospitalized Population. Psychosomatic Medicine : 
July-Aug. 1958. pp. 259-277. 

6 For example: “Blasts End Mother's Will to 
Live,” Tucson, Arizona. 

Twelve days ago, Mrs. Helen E. Hopke lay in her 
bed fighting to stay alive to see her daughter's 
wedding. 

Incurably ill for the past five years, Mrs. Hopke 
had been indirectly responsible for the meeting about 
a year ago of her daughter, Rose Marie, 20, and the 
girl’s intended husband, Arthur Woodrow Hudson, 
26. 

Rose Marie had acted as nurse and housekeeper 
to her bedfast mother. While buying medicine she 
met Hudson, a pharmacist in a local drug store. 
Friends said it was the girl’s first romance. 

They also said all that kept Mrs. Hopke alive in 
recent months was the thought of the impending 
marriage. 

The 56-year-old mother heard the couple enter the 
house laughing and talking about the April 4th 
wedding. She heard them enter the next room. 

Their chatter ended in three blasts from a shotgun. 

Police said Hopke, opposed to the marriage, wanted 
his daughter to continue to care for her mother. He 
became enraged at reading the wedding notice in 
the paper, shot the couple then turned the gun on 
himself. 

Rose Marie was taken to one hospital where she 
is recovering. Her mother was taken to another. 

Tuesday night, Mrs. Hopke died. 

(Topeka Daily Capital, 
Thursday, April 2, 1959) 
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its constant battle against the various 
forces that add up to self-destruction. It 
would be too narrow to regard it as a form 
of refined narcissism since, as Marcel points 
out, there is something essentially unnarcis- 
sistic and beyond self in hope. One sees 
this in the hopefulness, not of the patient 
but of the physician. How much our pa- 
tients do for us doctors ! 

We in Kansas have lived through the 
experience of a state hospital revival. Al- 
though we have built almost no new build- 
ings, and although our admissions have in- 
creased tenfold in 15 years, our once over- 
crowded patient population has steadily 
diminished until we now always have avail- 
able empty beds. We have even closed 
some wards as unneeded. We are proud 
of this, and proud that the voters and 
officials of our state appreciate it, and con- 
sider the cost per stay more significant than 
the commonly used cost per day. A dis- 
tinguished governor visited us for several 
days, determined, as he said, to “discover 
the secret.” “Our state has more men and 
more money than Kansas,” he said. “Why 
can’t we do these things ?” 

He didn’t discover the secret partly 
because he didn’t believe what we told him. 
Many of my colleagues in this audience 
may not believe it now, either. But we 
consider the crucial element in the Kansas 
state hospital program to have been the 
inculcation of hope. Not in the patients 
directly, but in the doctors and all those 
who help them, in the relatives of the pa- 
tients, in the responsible officials, in the 
whole community, and then in the patients. 
It was not just optimism ; it was not faith ; 
it was not expectation. We had no reason 
to expect what happened, and what still 
happens, and our faith was only that which 
all scientists share. But we did have hope. 

We had more than hope, you will say ; 
we had had experiences which encouraged 
hope. But these experiences were them- 
selves based partly on hope, confirming 
the assumption that hope fires hope. This is 
not a conscious process, or at least not 
entirely so. I have wondered if we might 
perhaps understand the placebo effect in 
this way, a transmitted hope or reinocula- 
tion, as it were ? In control research studies 
of the new drugs, for example, patients who 


receive only placebos sometimes show 
much improvement. In one study that I 
know about, testing an excellent drug, more 
patients in the group which had only place- 
bos were able to be discharged from the 
hospital than from the group of those who 
got the actual remedy (although a larger 
number of the latter showed marked im- 
provement). 

Another phenomenon that is perhaps re- 
lated to hope is the sudden improvement 
and even recovery of patients who have 
been for a long time fixed, as it were, at 
low levels of organization and regression. 
A new doctor arrives, or a new aide, and 
the patient promptly and most unexpected- 
ly begins to recover.” 

Whatever the explanation offered for 
such phenomena, to invoke suggestion or 
coincidence (whatever they are) will not 
suffice. There is more to it. And yet we 
doctors are so schooled against permitting 
ourselves to believe the intangible or im- 
palpable or indefinite that we tend to dis- 
count the element of hope, its reviving 
effect as well as its survival function. Be- 
cause of the vulnerability of every doctor 
to the temptation of playing God and 
taking the credit for the workings of the 
vis medicatrix naturae, we are necessarily 
extremely cautious in attributing change to 
any particular thing and least of all to our 
own wishful thinking. 

There are many sufferers in the world, 
and there are many who seek to afford 
them relief. Among the latter there are 
those who use intuition and magic, and 
there are those who attempt to derive basic 
principles checked by experiment and ob- 
servation, which we call the scientific meth- 
od. For the former group, healing is more 
important than truth ; for the latter, truth 
is more important than healing. Indeed, 
the search for truth, the desire to heal, and 
the earning of one’s living are three persist- 
ently conflicting forces in medical prac- 
tice. 


7 But it is also true that just the opposite occurs : 
A patient on whom intensive efforts have been made 
fails to respond and is given up in despair, dismissed 
by her physician or removed to a custodial hospital. 
We have all frequently seen this result in a prompt 
improvement and even recovery. Perhaps we could 
regard this as an awakening of dormant hope by a 
desperate and unintentional shock-type method. 
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In the daily performance of healing acts, 
the scales are weighted heavily against 
scientific truth. Patients long to be de- 
ceived. Driven by pain and desperate with 
fear, they are ready to seize at “straws of 
hope.” They prostrate themselves before 
the doctor ; they queue up in weary, strag- 
gling lines awaiting the opportunity to 
submit themselves to humiliations and new 
sufferings, or even to hear a few words of 
reassurance. Beseiged by such multitudes of 
petitioners, often with gifts in their hands, 
the doctor, knowing his limitations, must 
try to be patient, kind and merciful—but 
simultaneously “objective” and honest. The 
desire to bring comfort, the need to earn 
one’s living, the suppressed longing for 
prestige and popularity, the honest con- 
viction of the efficacy of a pill or a program, 
sympathy for the pleading sufferer—all of 
these throw themselves upon the scales 
in the moment of decision. Every physician 
in the world has heard the devil whis- 
pering, “Command that these stones become 
bread . . . All these things I will give thee 
if thou wilt fall down and . . .” And some- 
times he falls down. He exploits the pa- 
tient’s hope. 

Against such dangers there have been 
for 25 centuries an oath of loyalty, a tradi- 
tion of humility, and certain maxims of 
practice. One of the latter is the putting 
of diagnosis before treatment, empiricism 
before hope. Even in pre-scientific days it 
was indefensible for a doctor not to indi- 
cate some comprehension of what one 
claiming to be a healer was dealing with. 
For the patient, even a diagnosis offered 
some hope, since it showed that his condi- 
tion was not unique. But for the doctor, 
who was better acquainted with the impli- 
cations of a diagnosis for which he had no 
real treatment, the temptation was ever 
present to neglect diagnosis in the interests 
of hope, or at least in the interests of treat- 
ment. 

It should be remembered that there were 
once many different kinds of competing 
healers. There were the apothecaries who 
in 1617 were granted a charter permitting 
them to sever their 200 year association 
with the grocers. There were the various 
trade guilds: the barber-surgeons, mid- 
wives and bone setters; and then there 


were the physicians, with their plasters and 
clysters. All were busy “treating.” 

Out of this confusion, under the leader- 
ship of a gallery of immortals on pillars 
erected here and there over a wide area, 
there slowly arose the magnificent edifice 
of modern, scientific medicine. The elimi- 
nation of superstition and magic took a cen- 
tury, but the purge strengthened medical 
science mightily. Thousands of remedies 
were tested, found wanting and discarded. 
Many improvements in diagnostic tech- 
niques and instruments were introduced. 
Treatment, except for the most superficial 
palliation, was apt to be regarded with 
great suspicion, while the memory of re- 
cent quackery, pretention and deceit was 
fresh. 

In psychiatry, the efforts of our predeces- 
sors to bring order out of the apparent cha- 
os of the phenomena of madness were re- 
flected in assiduous efforts to describe dis- 
ease entities, to name them, to identify 
them, to graph them, and to seek for “etiol- 
ogies.” This was the traditional concept 
of diagnosis and it offered little to justify 
hope. The broken or misshapen personal- 
ities coming under medical observation 
were described or christened with tens of 
thousands of names and groupings, pains- 
takingly put together by assiduous workers, 
only to be discarded by those of a later 
generation. These old labels, like epitaphs 
on tombstones, may be read with sober re- 
flections that life is short and the art long, 
that our grasp of human phenomena is 
limited and narrow, and that our concepts 
are ever changing and unclear. 

Once diagnosis in the sense of recog- 
nizing, naming, classifying and distinguish- 
ing between different forms of behavior 
disorder seemed of fundamental impor- 
tance. The best psychiatrist in my early 
days was one who could most convincingly 
distinguish between some of the many 
varieties of “paranoia” or “dementia prae- 
cox”® or “psychopathic personality.” Some 
of my colleagues “discovered” new varieties 
of these ; I even thought that I did. 

Today it seems to me most important that 
we not do that. Our impressive labels only 


8 A term introduced 99 years ago by B. A. Morel 
in 1860 describing the mental condition of a boy of 
14 years. 
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reify and freeze a phase of a process ; they 
misrepresent our modern concepts and they 
strike a blow at hope, and hence at treat- 
ment. Words like non compos mentis or 
“responsible” and “irresponsible” really in- 
dicate only whether or not we think an 
accused person is able to appreciate being 
executed. “Psychotic” and “neurotic” can- 
not be competently defined, since what 
they mean at any one moment depends up- 
on who is using them to describe whom. 
Many of us have urged their abolition, but 
they persist as weapons in scientific name- 
calling. Some colleagues incline to label 
“psychopathic personality” all patients who 
admit having broken the law. And surely 
it is more than a little disturbing to us all 
to contemplate the results of the recent 
researches by colleagues Hollingshead and 
Redlich exposing the fact that what one 
gets called by psychiatrists depends to a 
degree upon what class of society one 
comes from. 

But over and above the matter of social 
and political and medical misuse of terms, 
these diagnostic designations belie the 
progress we have made in understanding 
the nature of illness. A name is not a diag- 
nosis. It does not determine treatment. Its 
original purpose, perhaps, was to distin- 
guish between wise and foolish expecta- 
tions, but its net effect has come to be that 
of destroying hope. 

Today there is a trend away from names, 
states and entities and toward dynamics, 
relativity and process. Just as the nature of 
matter has assumed a new aspect, so the 
nature of disease has come to be under- 
stood differently. The only entities in dis- 
ease, said Allbutt long ago, are the indi- 
vidual patients, Smith and Jones, in certain 
phases of their being. “Diseases are not 
specifics such as cats and mushrooms ; they 
are ‘abnormal’ behaviors of animals and 
plants.” Today we are following Allbutt. 

It is the privilege of some of us to be 
called doctors. And if the peculiar phases 
of existence which Jones and Smith are 
experiencing lead them to approach us in 
the belief that we can help them, they can 
then be called patients and their afflictions 
may be called disease. But we cannot dis- 
charge our responsibility by “calling.” We 
may not exorcise Smith’s afflictions by 


giving them a name. That is not the basis 
of our hope, and if it is the basis of Smith’s 
hope, it is one we should not exploit. 

It is our responsibility as physicians to 
instigate some change in the relations of 
Smith to his environment—directly if pos- 
sible, indirectly and gradually most likely. 
To do this we must attempt to understand 
the man, how he has become what he is, 
what goes on inside of him, what goes on 
around him and how these interact. By 
observing the internal and external proc- 
esses we can discover what in his world 
is good for Smith and what is unbearable, 
what damage he inflicts upon himself and 
others, and what potentials within him re- 
main underdeveloped. And here enters in 
hope, for we acquire, thus, a rationale for 
therapeutic intervention. 

This is what we now call diagnosis. It 
were better to call it diagnosing, to indicate 
its transitive, continuing nature, its look 
toward the future rather than toward some- 
thing static or past. Diagnosing is the first 
step in a cooperative relation between 
patient, physician and environment work- 
ing toward the betterment of a situation, 
especially as it affects our patient. This 
is based upon hope, hope implicit in our 
effort and hope nurtured in our patient. 

The practice of medicine today is vastly 
different from that of a hundred years ago 
when Samuel Gross wrote (1861) : 


It requires no prophetic eye, no special fore- 
sight, to discover that we are on the very 
verge of one of the most fearful and wide- 
spread revolutions in medicine that the world 
has ever witnessed.® 


That revolution came about (Dr. Earl 
Bond reviewed it this morning) but not so 
soon as Gross expected. Yet it is hard to 
believe today that there was ever a time 
when a doctor had to defend himself to 
his colleagues if he claimed to have cured 
someone. In those days hope was faint and 
precious. Today it seems sometimes almost 
as if hope was considered unnecessary. 
The revolution that elevated our medical 
profession from a discouraged, submerged 


® Gross, Samuel : Quoted by Leikind, Morris C. : 
The Evolution of Medical Research in the United 
States. In History of American Medicine. (ed. Felix 
Marti-Ibanez) N. Y. : MD Publications, 1958. p. 126. 
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state to a progressive and confident one 
was partly the result of new discoveries, 
and partly from the recognition of psychol- 
ogy as one of the basic medical sciences, 
along with physics and chemistry. This 
came about from the experiences of World 
War I, and from the discoveries of Sigmund 
Freud. The latter were introduced into 
American psychiatry about 1920, the way 
prepared for them by J. J. Putnam, Ernest 
Southard, Adolf Meyer, William A. White, 
A. A. Brill and Smith Ely Jelliffe. 

I cannot describe all of these old friends 
here, but I must say a word about South- 
ard, because he was my teacher and be- 
cause above all men I have known, and 
entirely out of keeping with the spirit of 
his day, he placed great hope in psychiatry. 
He said here, long ago, in 1919, remember : 


May we not rejoice that we (psychiatrists) 
. .. are to be equipped by training and experi- 
ence better, perhaps, than any other men to 
see through the apparent terrors of anarch- 
ism, of violence, of destructiveness, or paranoia 
—whether these tendencies are showing in 
capitalists or in labor leaders, in universities 
or in tenements, in Congress or under deserted 
culverts. . . . Psychiatrists must carry their 
analytic powers, their ingrained optimism and 
their tried strength of purpose not merely into 
the narrow circle of frank disease, but, like 
Seguin of old, into education; like William 
James, into the sphere of morals; like Isaac 
Ray, into jurisprudence ; and above all, into 
economics and industry. I salute the coming 
years as high years for psychiatrists ! 


These “high years” really began after 
Southard died. The public had been alerted 
by the literary dissemination of the discov- 
eries of Freud and also by the growing 
“mental hygiene movement.” Most doc- 
tors had had almost no psychiatry in their 
medical school training. Twenty-five years 
after Southard had spoken those prophetic 
words—and died—we were in the midst of 
another World War. There was a shortage 
of psychiatrists. To enlist interest and re- 
cruit doctors, I visited medical schools over 
the country and talked at length to stu- 
dents, deans and faculty members. I found 
that a common objection to entering psy- 
chiatry was an impression that our patients 
“never get well.” It is such a hopeless field, 


they said. Penicillin and the other miracle 
drugs are more definite and exciting than 
the dreary wards of state hospitals, filled 
with silent, staring faces. 

We can see, now, that these students had 
been shown the wrong side of psychiatry, 
its failures rather than its successes. But 
one thing struck me then which has re- 
mained in my mind indelibly. I perceived 
vividly how hopelessness breeds hopeless- 
ness, how the non-expectant, hope-lacking 
or “unimaginative” teacher can bequeath 
to his student a sense of impotence and 
futility, utterly out of keeping with facts 
known to both of them! Surely even 
these misled students knew that some psy- 
chiatric patients recover, even if they didn’t 
know that the vast majority does so. But 
like their teachers, they adopted some of 
the very symptoms of their patients : hope- 
lessness and goal-lessness! Physicians in 
state hospitals at that time did not expect 
their patients to recover, and were a little 
surprised when recovery occurred. Some 
superintendents quite unabashedly an- 
nounced (published) recovery rates of 5% 
per year ! 

This experience only reinforced my con- 
viction that hope, that neglected member 
of the great triad, was an indispensable 
factor in psychiatric treatment and psy- 
chiatric education. 

At the end of the war, veterans re- 
quiring continued psychiatric treatment be- 
gan returning to this country in large num- 
bers, and at the same time the physicians 
who had seen these phenomena of stress 
and overstress develop and recede were 
demobilizing. Many of these doctors now 
sought to learn more about this psychiatry 
which seemed so important in understand- 
ing these cases. During the first few months 
of its existence, the Menninger School of 
Psychiatry received over 600 applications. 
Other training centers were similarly 
flooded. 

Some of them no doubt came into psy- 
chiatry because of an awareness of their 
own threatened disorganization and the 
dim realization that this human-all-too- 
human tendency was one against which 
penicillin and heart surgery and all the 
discoveries of modern medicine offered no 
protection. By Freud discoveries of quite 
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another sort had been made and knowledge 
of them had slowly become common prop- 
erty. These discoveries promised no mira- 
cles, no instantaneous cures ; they did not 
seem to justify hope. In fact, Freud was 
frequently accused of a devastating pes- 
simism. Surely hope has rarely entered 
medical science through so narrow and tor- 
tuous a crevice. But it did enter and its 
rays transformed the face of modern psy- 
chiatry in our lifetime. A whole new view- 
point in medicine developed, one that gave 
authority and technique to efforts at sys- 
tematic self-scrutiny, a kind of extended 
and continuous diagnostic case study. 

In a way it seems curious that the psy- 
choanalytic process, which is so obviously 
diagnostic, has generally come to be called 
treatment. Diagnosis is the hopeful search 
for a way out; but the setting forth on the 
way which one discovers and the unflinch- 
ing persistence in making the effort—that 
is the treatment ; that is the self-directed, 
self-administered change. 

The psychoanalytic treatment method is 
a great discovery but this is not what 
changed psychiatry. It was the new under- 
standing that psychoanalytic research gave 
us concerning men’s motives and inner 
resources, the intensity of partially buried 
conflicts, the unknown and unplumbed 
depths and heights of our nature, the for- 
midable power each of us holds to deter- 
mine whether he lives or dies. It was the 
realization that we must encourage each 
individual to see himself not as a mere 
spectator of cosmic events but as a prime 
mover ; to regard himself not as a passive 
incident in the infinite universe but as one 
important unit possessing the power to in- 
fluence great decisions by making small 
ones. 

It was not the treatment technique of 
psychoanalysis that changed psychiatry ; 
it was the new understanding of men’s 
motives and inner resources, of the inten- 
sity of partially buried conflicts, the un- 
known and unplumbed depths and heights 
of our nature, the formidable power each 
of us holds to determine whether he lives 
or dies. Wrote William James : 


Will you or won't you have it so ? is the most 
probing question we are ever asked.” We are 


asked it every hour of the day, and about the 
largest as well as the smallest, the most theoreti- 
cal as well as the most practical things. We 
answer by consents or non-consents and not 
by words. What wonder that these dumb re- 
sponses should seem our deepest organs of 
communication with the nature of things! 
What wonder if the effort demanded by them 


be the measure of our worth as men ! 


“Ye shall know the truth and the truth 
shall make you free,” said another wise 
One. For this emancipating truth Freud 
searched not in physics or chemistry or 
biology, but in the tabooed land of the emo- 
tions. From the Pandora chest of man’s 
mind, full of harmful and unlovely things 
to be released upon a protesting world, 
there turned up—last of all—Hope. 

Selfishness, vengefulness, hate, greed, 
pettiness, bitterness, vindictiveness, ruth- 
lessness, cruelty, destructiveness and even 
self-destructiveness—all these are in us. But 
not only those. Invisible at first, but slowly 
pervasive and neutralizing came love, and 
then—perhaps because of it—came faith, 
and then hope. 

Love, faith, hope—in that order. The 
Greeks were wrong. Of course hope is real, 
and of course it is not evil. It is the enemy 
of evil, and an ally of love, which is good- 
ness. 

Freud’s great courage led him to look 
honestly at the evil in man’s nature. But he 
persisted in his researches to the bottom of 
the chest, and he discerned that potentially 
love is stronger than hate, that for all its 
core of malignancy, the nature of men can 
be transformed with the nurture and dis- 
persion of love. 

This was the hope that Freud’s discov- 
eries gave us. This was the spirit of the new 
psychiatry. It enabled us to replace thera- 
peutic nihilism with constructive effort, to 
replace unsound expectations—first with 
hope, and then with sound expectations. 

This is what it did for us, for psychia- 
trists. And for our patients—miserable, ap- 
prehensive, discouraged and often des- 
perate—what can we do better than that ? 
What can we do better than to dispel their 
false expectations—good and bad—and then 
light for them a candle of hope to show 
them possibilities that may become sound 
expectations ? 
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And we who are teachers—can we do 
better by our eager, young seekers for the 
keys to wisdom than to help them sharpen 
the accuracy of their expectations without 
extinguishing the divine fire ? 

But there are many people in the world 
who are neither our patients nor our stu- 
dents, and who are nonetheless filled with 
great apprehensiveness, partly from ignor- 
ance and mistrust of one another. They are 
afflicted with great suffering which all our 
discoveries have not ameliorated, and awed 
by vast discoveries which none of us fully 
comprehend. Some of them look to us for 


counsel, to us whom they have so highly 
honored and so generously rewarded with 
prerogatives and opportunities. They are 
our friends, our brothers and sisters, our 
neighbors, our cousins in foreign lands. 
For these people—for them and for our- 
selves—are we not now duty bound to speak 
up as scientists, not about a new rocket or 
a new fuel or a new bomb or a new gas, 
but about this ancient but rediscovered 
truth, the validity of Hope in human devel- 
opment,—Hope, alongside of its immortal 
sisters, Faith and Love. 
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Victoria, geographically, is the second 
smallest of the 6 Australian states ; but on 
the other hand its population is the sec- 
ond highest. Although the following short 
account is a description of psychiatry in 
Victoria, it could be taken as fairly typical 
of psychiatry throughout Australia. There 
is naturally some variation between the 
different states, but generally speaking all 
appear to conform to a somewhat similar 
pattern. 


HISTORICAL 


From the year 1836 when the Colony of 
Victoria was founded, until 1848 at which 
time the first asylum was erected, lunatics 
were confined and cared for in the various 
gaols. It was not until about 1872, by which 
time there were 4 asylums in the Colony, 
that lunatic patients were finally cleared 
from the gaols, and all new patients were 
admitted directly to one or other of the 
asylums. 

The first private asylum was established 
in 1868, and 5 years later the institution for 
the inebriates under the provision of the 
Inebriates Act was set up. Possibly this 
latter institution was the first of its kind 
in the world where inebriates were com- 
pelled by law to enter for treatment. The 
year 1887 saw the opening of a special 
institution for idiot and imbecile children, 
and the same year the criminal lunatic 
asylum was established. 

During the first quarter of the century, 
two important advances were made. In 
1912 there was opened a Receiving House, 
for admission and early treatment of certi- 
fied cases, and in 1920 the Voluntary 
Boarder Act allowed the admission to state 
institutions of voluntary cases for the first 
time. 

Evolution from custodial asylums to ther- 
apeutic mental hospitals during the first 
half of the century was indeed very slow 
and it was not until 1951, when the Mental 
Hygiene Authority took over the control of 
the state Mental Hygiene Department, re- 
placing a one-man directorship, that any 
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great strides in raising the overall standard 
of mental hospital psychiatry were possible. 

The first psychiatric outpatient clinic 
attached to a general hospital began to 
function in 1927 and several years later all 
4 teaching hospitals had followed suit. 
By the end of the thirties the state Mental 
Hygiene Department had opened 4 full- 
time child guidance clinics. 


PRESENT SITUATION OF STATE SERVICES 


Today the state provides mental hygiene 
services for a population approaching 3 
million people, and in many respects some- 
what resembles the system as I saw it in 
the province of Ontario. This service is 
controlled by the Mental Hygiene Author- 
ity consisting of a Chairman and Deputy 
Chairman (both psychiatrists) and an Ad- 
ministrative lay member. 

The Department consists of 3 psychiatric 
hospitals (early treatment), 9 mental hos- 
pitals, 4 institutions with residential schools 
for retarded children, 5 full-time children’s 
clinics, 9 adult clinics conducted on a ses- 
sional basis, 3 hostels for ex-patients, 3 day 
hospitals and a research centre. In addition, 
the state subsidises some 24 special day 
care centres for the medium grade intel- 
lectually retarded children. 

During the year 1958, new admissions to 
state institutions amounted to 5,878 and the 
average number in residence was 8,697. 
The total number of new outpatients seen 
for the year was 2,845. Treatment received 
in all hospitals, clinics and outpatient cen- 
tres is free, and costs are met by the state. 

Broadly speaking, the old hospitals are 
similar in design to those of the same vint- 
age seen in parts of Canada and Great 
Britain. For the most part, however, these 
older institutions have been extensively 
remodelled and modernised. Together with 
the more modern hospitals they would ap- 
pear to be superior in design and comfort 
to many of the mental hospitals in those 
two countries. Hospitals in Ontario, on the 
other hand, would seem to be more lavishly 


equipped. 
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During the past 8 years all hospitals here 
in Victoria have adopted the “open-door” 
policy, perhaps not to the same extent as in 
England but to a greater extent than was 
evidenced in Canada. A serious attempt 
is being made to carry out a full-scale 
program of resocialisation and rehabilita- 
tion for the long-term patient. In spite of 
considerable progress, we have as yet by 
no means reached standards anything like 
that existing in England, where adminis- 
trative psychiatry is at a very high level. 

In regard to physical treatment of psy- 
chiatric disorders, here in Australia we 
seem to have kept reasonably well abreast 
of changes and prevailing fashions in treat- 
ment overseas, but on the other hand our 
psychotherapeutic procedures are perhaps 
not as well developed as in Canada. 

Psychiatric and mental deficiency nurses 
(male and female) receive a 3 years’ 
training, and on qualification are registered 
as psychiatric and mental deficiency nurses 
respectively. The training program is based 
on the English nursing syllabus, emphasis 
being placed on the study of interpersonal 
relationships, patient management, reso- 
cialisation and rehabilitation. For senior 
posts and early treatment units, preference 
is given to those holding both psychiatric 
and general nursing certificates. An in- 
creasing number of general nurses are now 
doing a year’s post-graduate study and 
training in psychiatry and thus qualifying 
in a double certificate. 

The total number of medical personnel 
at present attached to the Department is 
100, although there is an establishment for 
120. Our biggest deficiency in the medical 
service is at the level of consultants, but 
it is expected that these vacancies will 
be gradually filled by recruitment overseas 
and by speeding up our own post-graduate 
training in psychiatry for junior officers. 

In regard to ancilliary staff, full use is 
made of psychologists, social workers, oc- 
cupational therapists, and so on in clinics, 
but apart from a certain amount of research 
work, psychologists as yet are not employed 
in the mental hospital setting. Most hos- 
pitals have their own resident chaplains. 

Victoria, as indeed most Australian 


states, in the past has lagged behind Eng- © 


land and Canada in matters of research. 


During recent years however research pro- 
grams have been organised with the various 
institutions from our central Research In- 
stitute. Although still in its infancy already 
very useful work has been done and some 
very worth while contributions are now 
beginning to appear. This Institute has 
initiated an extensive program for dissem- 
ination of knowledge to both para-psychi- 
atric organisations, public bodies, and the 
community. 

Day hospitals here are still in the initial 
stages of development. Those already in 
existence are conducted as _ therapeutic 
centres for early treatment. In the very 
near future it is hoped that other centres 
will be operating more as day-care centres, 
for patients returned to the community 
hospital in a state of incomplete remission 
such as the schizophrenic and geriatric 
types. Day-care centres for mentally re- 
tarded children, referred to above, have 
been operating since 1951. These are of 
a high standard and receive very strong 
support from a large section of the com- 
munity. 

Over the past 20 years or so there has 
become a complete change in attitude of 
the community towards mental illness, and 
in fact many of the recent reforms in men- 
tal health have originated through pressure 
from the public. A very important organi- 
zation in this field is the Mental Health 
Federation, which is the top-level body 
for all mental hospital auxiliaries and asso- 
ciated bodies interested in mental health. 
It was through the demands of the public 
that the Victorian Council for Mentally 
Retarded Children, now a very strong 
body, was organised with the original sole 
purpose of providing facilities for the care 
of non-institutionalised defective children. 

In planning for the future, the Authority 
has decided that additional hospital beds 
are needed immediately to overcome over- 
crowding. In future early treatment hos- 
pitals will not exceed 100 beds and mental 
hospitals will be limited to a maximum of 
500. During the next 10 years it is expected 
that 5 early treatment centres will be erect- 
ed in decentralised areas to meet the local 
needs of these regions. Outpatient facilities 
are to be extended eventually to every main 
country general hospital and for the most 
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part will be staffed on a sessional basis by 
medical officers from the nearby psychiatric 
centres. A sociopathic clinic is to be opened 
within the next 3 months. At a later date 
this will be followed by the setting up of 
an emergency clinic and information bu- 
reau. Psychiatric services are already being 
provided for children’s courts and penal 
establishments. The Department expects 
to take over psychiatric services in the 
Education and Children’s Welfare Depart- 
ments within the next 12 months. 


REPATRIATION DEPARTMENT 


Psychiatric care of the ex-serviceman is 
provided by the Commonwealth Repatria- 
tion Department for each state, in the way 
of inpatient and outpatient services. This 
service is on similar lines to the service for 
veterans in Canada. 


PRIVATE PSYCHIATRIC PRACTICE 


Wheras some 35 years ago there was 
only one private psychiatrist in the city of 
Melbourne, there are now no fewer than 
25 engaged in private practice. The major- 
ity of private psychiatrists are attached 


part-time as consultants to the psychiatric 
units of one or other of the 6 university 
teaching hospitals. These units have grad- 
ually grown in strength and importance 
resulting in psychiatry now being accepted 
here as one of the major medical specialties. 
Although many of our psychiatrists are 
psychoanalytically orientated, those active- 
ly engaged in psychoanalysis still constitute 
a very smal] group. 

The influence of office psychiatry was 
no doubt largely responsible for the ac- 
ceptance of psychodynamic psychiatry in 
this country. To the young group of Mel- 
bourne private psychiatrists must go the 
credit for initiating the formation of the 
Australasian Association of Psychiatrists in 
1946. This Association now has 180 mem- 
bers and 70 associate members. Full mem- 
bership is restricted to those members of 
the profession holding an appropriate post- 
graduate degree or diploma, and who have 
been in full-time psychiatric practice for a 
minimum of 5 years. Annual meetings of 
the Association are held successively in 
one or other of the capital cities. Each of 


the 6 states has its own branch which con- 
ducts its own affairs, The strength of the 
Victorian Branch at the present time is 
49 members and 32 associates. 


POST-GRADUATE EDUCATION 


Medical postgraduates wishing to ob- 
tain the Melbourne D.P.M. are required to 
undergo a minimum of 2 years’ training 
at approved mental hospitals and psychi- 
atric units. The course given closely resem- 
bles that of the United Kingdom, the ac- 
cent perhaps being at present on academic 
rather than on clinical training. While 
purely academic subjects such as psy- 
chology, psychopathology, neuroanatomy 
and neurophysiology, are undertaken by 
the respective university faculties, courses 
of lectures and demonstrations in psy- 
chiatry, neuropathology and neurophys- 
iology are organised under the auspices of 
the permanent medical postgraduate com- 
mittee and the Australasian Association of 
Psychiatrists. In actual practice teaching 
responsibilities are shared between both 
the private and departmental psychiatrists. 
The examination of D.P.M. is conducted 
in two parts: Part I consisting of neurol- 
ogy, neurophysiology and psychology 1, 
being taken at the end of the first year ; 
Part II, psychiatry, neuropathology, neuro- 
logy and psychopathology, at the end 
of the second year. The examinations have 
always been maintained at a very high 
standard as is shown by the number of 
successful candidates at each examination 
—approximately 1/3 of those sitting. 

In order to raise the level of postgraduate 
training in Victoria, the Association of 
Psychiatrists is at this moment negotiating 
with the university authorities to have 
established a university department in psy- 
chiatry, and for the appointment of a 
professor. Incidentally, New South Wales 
is the only state in Australia at the present 
time which has such a department and a 
chair of psychiatry, although Queensland 
has had for a number of years a research 
professor. 

C. R. D. Brothers, M.D., 
Deputy Chairman, 
Mental Hygiene 
Authority, State of 
Victoria, Australia. 
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ANALYSIS OF POPULATION REDUCTION IN NEW YORK 


STATE MENTAL HOSPITALS DURING THE FIRST FOUR YEARS 


INTRODUCTION AND BACKGROUND DATA 


On June 30, 1955 the resident population 
of New York State’s mental hospitals had 
reached an all time high of 93,600. The 
previous year had brought an increase of 
2,400 ( Fig. 1) ; this was the continuation of 
a long-term trend that had doubled the 
mental hospital cases since 1929. Many fac- 
tors had changed during that time; the 
population of the state had increased ; the 
proportion of aged had grown; mortality 
in the hospitals had been diminished, and 
mental hospitals were being used more ; 
annual first admissions for all types of 
psychoses had risen from 72 per 100,000 
in 1930 to 103 in 1958. These explained the 
situation in part at least but the fact re- 
mained that the sheer speed of growth rep- 
resented a problem in itself and there was 
no indication of a slackening of pace. Over- 
crowding had reached an overall figure of 
33%(1) and the existing shortage of 23,000 
beds seemed destined to be increased each 
year by another 2,000 or more cases. At 
that time there was little comfort in the 
fact that the highest point in first admis- 
sions had been reached in 1950 and had not 
risen further, or that significant advances 
had been taking place in psychiatric treat- 
ment. 

In 1955-56 this upward trend was abrupt- 
ly reversed and converted into a fall of 
500 for the year (Fig. 1). In itself, this 
was a small change but it gained signifi- 
cance from several associated circum- 
stances: 1. The speed and consistency of 
the previous rise. 2. The fact that similar 
decreases were reported quite widely from 
other mental hospitals, both in this country 
and abroad. 3. It was coincidental with the 
introduction of a new form of psychiatric 
therapy, that of the tranquilizing drugs. In 
New York State this method of treatment 


1 Read at the 115th annual meeting of The Ameri- 
can Psychiatric Association, Philadelphia, Pa., Apr. 
27-May 1, 1959. 

2 Department of Mental Hygiene, State of New 
York, Albany, N. Y. 
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was first used on a large scale in 1955 when 
30,000 cases received drug treatment. 

Analyzing the New York experience, the 
authors(2) came to the conclusion that the 
abrupt population fall was in material de- 
gree due to the introduction of the new 
drugs. The method used was to contrast 
the overall statistical and administrative 
data for the first year of large-scale drug 
therapy with the data for the year im- 
mediately preceding. No other explanation 
for the statistical changes could be found 
and the distribution of the effect was such 
that it seemed to reflect the action of the 
drugs, being greatest in those types of cases 
where their advantage over previous meth- 
ods was clinically highest and least marked 
or absent in other types, such as organic 
states. 

From the first, the favorable turn in men- 
tal hospital figures had attracted wide at- 
tention and had a more profound and 
immediate effect on general opinion with 
regard to hospital maintenance and con- 
struction than might be judged from print- 
ed reports. In some quarters the small 
changes were promptly projected with 
quick optimism and there were reports 
that in several parts of the world building 
programs were held up in expectation of 
some overwhelming change which would 
empty the hospitals. Forgotten was the 
argument that the mental hospital problem 
was created by the mental hospital and for 
that reason it could be solved only by 
building no more hospitals or abolishing 
those which did exist. A contradictory line 
of logic served to reach the same conclu- 
sion. The reasoning now was that due to 
drug therapy the problem was no longer 
with us and that the hospitals could be 
abandoned. Actually, we had had only a 
small and brief though promising expe- 
rience. Many questions remain unanswered 
—some of them quite decisive—for example, 
“How stable and how extensive would the 
change prove to be ?” The answer was of 
more than academic interest. If, as some 
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claimed, this was the beginning of a far- 
reaching decrease, building programs might 
well be abandoned and the problem of 
mental hospital psychiatry could be con- 
sidered solved except for the small amount 
of time required to complete the transition. 
On the other hand, many felt that the 
change was coincidental or that drug effects 
merely masked the symptoms of mental 
disorder for a time and produced a type of 
spurious superficial improvement which 
would soon be unmasked with a return to 
the hospital for individual cases and, in 
the aggregate, a reversion to the previous 
type of hospital statistics. According to 
this view, the use of tranquilizers was a 
regrettable but transitory fad. 

Only time could resolve such questions ; 
several years of additional experience have 
now accumulated. It is already quite ob- 


vious that regardless of theoretical consider- 
ations drug therapy on a large scale is 
more than a transitory fad in mental hos- 
pital practice. It also is becoming clear that 
whatever the causes of the original shift 
in the hospital statistics they represent more 
than a brief cyclical reversal of an old 
trend ; we are faced with a phenomenon 
that does not have any precedent and data 
bearing on this important topic are worth 
analysis and review since the interpretation 
of the changes which have taken place is 
still a matter of active controversy and im- 
portant practical decisions of positive and 
negative nature hang on such interpreta- 
tions. 


METHOD AND ASSUMPTIONS 


In New York the fall in population has 
continued for 4 consecutive years and sta- 


ip 
Increase 
3000 
| 
— 
| 
ae -1000 
-2000 
: 
| 


1959 | 


HENRY BRILL AND ROBERT E, PATTON 


497 


tistical data for the first 3 of these years 
are now available for study. It will be the 
purpose of this paper to analyze the over- 
all figures to try to identify those classes 
and kinds of patients most, and those least, 
affected, and to trace some tendencies 
which seem to have implications for the 
future, seeking at least partial answers to 
some of the questions mentioned above. 
The method, similar to that outlined in our 
first report(2) will not be further de- 
scribed here except to say that it represents 
an analysis of the total work of the insti- 
tutions during one period compared with 
the total results at another. The assump- 
tion is that such total comparisons may 
reveal the operation of factors which might 
be less certainly recognized when smaller 
numbers are used. Particularly a measure of 
the change in the total therapeutic poten- 
tial of the mental hospital system is being 
sought. Such a comparison is facilitated 
when the two periods are closely spaced 
so that as few conditions may change as 
possible. As time goes on, there is more 
opportunity for other known and unknown 
factors to be introduced ; to a certain extent 
this has already taken place in our series, 
and this will be described below. 

The measure of therapeutic potential has 
been the capacity to return patients to so- 
ciety. It is recognized that return to the 
community does not represent an end in 
itself and can be easily subject to changes 
of administrative policy. We can only say 
that such policy changes have not taken 
place. Moreover, anyone who has at- 
tempted to change the operating condi- 
tions of a large organization knows the in- 
herent difficulties and will recognize that 
sweeping administrative changes are vir- 
tually impossible to achieve quickly, but 
require a period of years. The fact is that 
no effort was made to produce any admin- 
istrative changes during the first year of 
large-scale drug therapy; during the last 
3, a very active program of change and 
liberalization has been under way. We can 
now go on to examine the specific statis- 
tical changes comparing 3 successive 
periods : 

1. The year 1954-55 when no drug ther- 


apy was in use. 


2. The year 1955-56 when large-scale 
drug therapy was introduced. 

3. The years 1956-58 when a number of 
other favorable factors were added. 


VOLUME OF DRUG THERAPY 


From the start there has been a steady 
increase in the volume of drug therapy 
(Fig. 2). Since all treatment is at the initia- 
tive of the treating physician, and the med- 
ical staff of the Department numbers about 
900, this reflects a relatively broad profes- 
sional judgment, sustained incidentally by 
firm opinion among ward personnel of 
various grades. The number now under 
treatment is over 48,000 (including 3,800 
in the state schools) and the budget for 
psychiatric drugs is $2,200,000 per year. 
Chlorpromazine still accounts for the 
largest share with 26,000 cases and reser- 
pine is next with 5,700 but a steadily 
increasingly number of other substances, 
mostly phenothiazines, are coming into use. 

What seems to be an undue decrease in 
the use of other methods of somatic therapy 
has been noted. For example, less than 
a thousand cases are listed as receiving 
electric shock therapy as compared with 
4,000 in 1954, and psychosurgery has been 
all but abandoned; yet most observers 
agree that these treatments still have a 
place in the therapeutic armamentarium. 

The proportion of cases under therapy 
with all forms of somatic therapy is greatest 
among the newly admitted at 68% (Table 3) 
and least among cases of over 10 years with 
19% ; it falls rapidly after the 1-4 year group 
where it still reaches 42% of the cases. It 
is interesting to note that drugs are most 
used in those classes of patients which have 
shown the greatest response in absolute 
numbers ; improvement relative to previous 
results has less weight. The authors are of 
the opinion that experience with favorable 
response encourages more treatment of 
similar cases and failures have the opposite 
effect. When we turn to diagnosis as a 
guide to choice of therapy, we find much 
less specificity, and the percentage con- 
sidered suitable for treatment shows sur- 
prisingly little variation from the general 
30% average. 
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BEHAVIOR EFFECT 


Reduction in the use of restraint and 
seclusion was one of the earliest overall 
effects of the new drugs, and the one which 
has been most consistent (Fig. 2). This 
was rapid at first but has now apparently 
reached a plateau value at one-eighth the 
original level. In spite of early fears, the 
drugs did not “wear off’ although there has 
been a rather general tendency to try new 
products as they appear and each of these 
seems to find patients who respond particu- 
larly well to them. A variable preference 
among physicians for one or another drug is 


also to be noted and this is taken to 
mean that the differences among many of 
the agents is not a decisive one. 


POPULATION FALL (OVERALL ) 

The overall effect of drugs on the pop- 
ulation had the same sequence as that seen 
on individual cases (Fig. 2). A behavior 
response was already measurable very early 
during the limited experimental use of 
chlorpromazine and reserpine in 1954 and 
was quite well marked early in 1955. Re- 
lease effects came much more slowly after 
months of large-scale use ; by the end of the 
first year this was clear. 
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TABLE 3 


PaTIENT TREATMENTS IN New York StaTE MENTAL Hosprrats By TIME 
StncE ADMISSION OF PATIENTS TREATED, FiscaL YEAR ENDED Marcu 31, 1958 


Time Since Admission (Years) 


Therapy 


| Total 


Less than 


| 1-4 | 5-9 | 10-19 
1 


Total Treatments Started . 

With Tranquilizing Drugs . 

With Electro Convulsive 
Therapy ....... 

With All Other 


48,064 
32,961 


3,488 
11,615 


22,729 
14,729 


4,317 
3,571 


12,168 
7,521 


4,423 
3,405 


65 
681 


2,386 
5,614 


872 
3,775 


132 
886 


Total Number of Patients 
Treated 

Average number of treat- 
ments per patient 

Per cent of Patients available 


35,698 
1.35 


15,595 


9,021 3,587 3,698 


1.46 135 123 £4117 


68% 42% 23% 19% 17% 


A CAUSE AND EFFECT RELATION 


The establishment of a cause-effect rela- 
tion between drug use and fall in popula- 
tion was difficult for the first year but we 
could report that there was no important 
change of general operating conditions or of 
policy, and this left the drug effect as the 
most simple and direct explanation, sup- 
ported by internal evidence (distribution 
of improvement in releases). The situation 
is more complex for the last 3 years of this 
program. In 1956 the Department began a 
new program of intensified treatment for 
newly admitted patients which has gradual- 
ly been extended to all the institutions. In 
addition, a sweeping program of liberali- 
zation of hospital operations began to be 
felt in the second year and has gone on to 
full development in the last two years. A 
part of it, the “open hospital” system, 
brought freedom of the grounds to some 
60% of all cases by March 1959, fully 10 
times the figure recorded in 1956. 

Without the first year’s study, it would 
now be indeed difficult to identify the 
effect of drug therapy among the various 
new influences on the patient population. 
However, when compared with the first 
year’s results it becomes apparent that the 
effect of the additional resources has been 
to intensify the results already noted in the 
first year but not to change their pattern 
materially. It also seems certain that the 
drug effect facilitated the liberalization of 


hospital policy and it is generally accepted 
among our staffs that it would be quite im- 
possible to operate as we now do without 
the use of drug therapy in liberal quanti- 
ties. Another change of the new and lib- 
eralized regime has been the increased 
number of admissions by voluntary and 
semi-voluntary procedures from 1,770 in 
1955 to 5,910 in 1958. This has led to an in- 
crease in the number of direct discharges 
and may in the future lead to a larger 
number of short-term cases. 

One of the most important changes, 
however, remains the fact that the 18 
mental hospitals described in this paper are 
now serving the total mental hospital needs 
of the growing population of New York 
State with 4,100 beds less than they needed 
4 years ago and apparently the need is 
still decreasing. It is important to know : 
what types of cases are decreasing and how 
is this improvement distributed through the 
hospital population ? Is there any evidence 
as to the stability of this change ? Are we 
dealing with a process which returns pa- 
tients more rapidly to the community only 
to get them back into the hospital more 
rapidly ? Is there a tendency to release 
the patients for a year or so and then re- 
ceive them back as readmissions ? The size 
of the population of a hospital is the result 
of a balance between additions and re- 
movals, and among the removals are deaths 
as well as discharges and other releases. 
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TABLE 1 


MoveMENT OF RESIDENT PATIENTS IN New York Civit StaTeE MENTAL 
Fisca YEARS EnpING Marcu 31, 1955 THRovucH Marcu 31, 1959 


Resident 
patients 
start of 


period 


Admissions 


Deaths 


Resident 
patients 
end of 
period 


|| 
returns 


Resident 


Patients 


90,893 
93,314 
92,862 
92,409 
91,191 


21,459 
21,454 
21,828 
23,286 
25,254 


8,078 
8,345 
8,555 
9,421 
9,197 


16,069 
18,862 
19,785 
21,733 
25,607 


5,109 
5,301 
6,059 
6,650 
7,562 


93,314 
92,862 
92,409 
91,191 
89,203 


42,421 
—452 
—453 

~1,218 
~1,988 


What has happened to the other com- 
ponents of the equation ? 


STABILITY OF RESPONSE (IMMEDIATE ) 


It remained to be seen after the first year 
of success whether the results in terms of 
overall hospital figures would prove per- 
manent. There were many who postulated 
that the effect on an individual patient was 
merely to mask the symptoms for a time, 
that the disease process went on relent- 
lessly and would soon bring the patient 
back to the institutions in as bad a condi- 
tion as if he had never had this brief re- 
prieve. Even a brief reprieve would have 
been welcome but the overall figures up 
to the present time do not give any indica- 
tion that we are dealing with an essentially 
temporary effect. Clinically, it has proved 
practical to carry an estimated 50% of cases 
for a time on maintenance drug therapy 
after leaving the hospital and this has 
undoubtedly stabilized the results. Now 
it can be said that the patients who are 
released under therapy with drugs show a 
somewhat smaller return rate than the non- 
treated cases in the first year after release. 
This may be a result of selection of cases 
since during the year 1954-55, 13,992 were 
placed on convalescent care and 5,104 
were returned, or a total of 35%, and this 
percentage of returns has remained essen- 
tially constant since. In other words, a 
sharply increased number of patients re- 
ieased proved to be as stable in their ad- 
justment measured by return figures as a 
smaller number previously released. Judged 
by this criterion, it would seem that the 
grade of cases released was not different 
from that previously obtaining ; the number 


of cases released is a function of the re- 
lease criteria of the hospital but the num- 
ber of cases returned is a function of social 
tolerance. We have no reason to believe 
that the social tolerance has increased in 
New York State during the last 4 years. 


LONG-TERM STABILITY 


A delayed instability of therapeutic re- 
sult would be reflected in a rising propor- 
tion of readmissions ; in fact, however, the 
proportion of readmissions has not risen. 
Tracing the relation between the two fig- 
ures back to 1952, we find that readmissions 
have steadily made up almost exactly 27% 
of all admissions and this has remained so 
during the 3 years of large-scale drug ther- 
apy for which figures are available. It may 
be expected that this percentage will be 
increased, however, as the new and liber- 
alized policy of voluntary admission begins 
to take effect since releases after such ad- 
missions usually result in administrative 
discharge, and more of the returning cases 
will probably be listed technically as read- 
missions and less as “returns from convales- 
cent status,” now usually maintained for 
about a year. 

It is generally thought that  socio- 
economic factors have an important influ- 
ence on the admission and release of mental 
hospital patients. From this point of view, 
it is interesting to note that there was no 
unfavorable effect from the economic re- 
cession of 1958. Population reduction con- 
tinued during that year of depressed 
economy and increased unemployment al- 
though we had expected that an economic 
change might well reverse the trend. 
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TABLE 4 
RELEASE FROM AND RETURN TO ALL New York Crvit STATE MENTAL HospitTALs BY 
TREATMENT STATus, FiscaL YEAR ENDING Marcu 31, 1958 
Males Females 
Treated Treated 
with Not with Not 
Tranquilizing Treated Tranquilizing Treated 
Population at risk® . 21,433 28,906 35,294 23,453 
Release Alive Rate” ... 21.3 11.1 19.3 9.5 
Return Percentage ..... 39% 48% 35% 45% 


® Resident Patients 3/31/57 plus admissions during year. 
b Includes releases on convalescent care, family care and escape per 100 at risk. 
© Includes returns from all above statuses per 100 released alive. 


DIFFERENTIAL EFFECT OF THE NEW TREND 
WITH REGARD TO MALE AND FEMALE CASES 


The population fall of the last 3 years 
has been 506 for men and 1,617 for women. 
It was noted that 21,433 male and 35,294 
female cases received therapy (Table 4), 
that is, 60% of the women and only 43% of 
the men were considered suitable for ther- 
apy with drugs. This difference is noted 
in each of the age groups and in each 
diagnostic group and also when patients 
are divided according to duration of hos- 
pital stay. Nevertheless, the release rate 
for treated males is slightly higher than 
that for females, and the same is true of 
the rates for untreated male and female 
cases although releases among treated cases 
are twice those of untreated cases. It is an 
important question why a smaller propor- 
tion of male cases is considered treatable 
by drugs and by practically all other 
methods. 


DEATHS 

It will be noted in Table I that in 1958 
there were 9,421 deaths in hospitals and 
that this represents a considerable increase 
over the 1957 figure of 8,555. Some of this 
is due to a trend toward aging of the pop- 
ulation (Fig. 3) but it is in large part 
due to the recent epidemic of Asian influ- 
enza. Because of concern about possible 
late morbidity and mortality after drug 
therapy, we have been observing mortality 
statistics as a possible lead to any long-term 
effects not detectable clinically. It will be 


seen (Table 5) that the age specific mor- 
tality figures are far below those of 1929-31, 
and the rates of 1955-57 were not raised by 
the introduction of drug therapy. The year 
1958 shows an increase, however, in all but 
one age group and this result of the influ- 
enza may also be expected to be reflected 
in the 1959 statistics. The effect of drug 
therapy in reducing immediate mortality 
due to psychotic behavior is clearly seen in 
Table 6. 

A certain amount of the most recent fall 
in population is to be attributed to the ex- 
cess death rate in 1958 and 1959 but effect 
of this is of a transitory nature because 
1,209 of the 1,343 increase of deaths since 
1955 were in the over 65 group and 113 in 
the 55-64 group. Below the age of 54 the 
increase was 21 cases, yet the population 
effect with which we are most concerned is 
in the younger groups (Fig. 3). 

Clinically it has not been possible to 
identify any evidence that there is any 
morbidity associated with long-term use of 
drug therapy, nor has this appeared in any 
of the reports of the state hospital pathol- 
ogy departments carrying on routine post- 
mortem studies. Another fact of interest 
is that although a certain number of cases 
develop depressions in the course of ther- 
apy with the phenothiazines the number 
of suicides reported from the mental hos- 
pitals has remained consistently below the 
average for the preceding 10 years although 
the variations in the totals are too small to 
be statistically significant. 
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TABLE 6 


PATIENTS ADMITTED TO New York Civic STATE MENTAL HosPITALS WHO DIED 
WITHIN 6 MONTHS OF ADMISSION AS A PER CENT OF ALL ADMISSIONS, BY AGE 


Age (Years) 
year 
ended Less 75 and 
on All than | 25-34 35-44 45-64 | 65-74 over 
March 31 | Ages 25 
13.0 0.4 0. 


12.1 0.1 


EFFECT ON AGE DISTRIBUTION now taken place has been most marked in 
the 25-44 category, which was reduced by 
cases in the mental hospitals and the prac- 3,368, while the group aged 45-64 decreased 
tical problems of re th to care for a 967- A rise in the over 65 cases and in the ‘ 
steadily increasing proportion of such in- under 25 group continued, leaving an over- 
dividuals makes it important to notice how all decrease of 2,123 for the 3 years an- 
the population reduction is distributed as alyzed. It should be noted that the ranks of 
to age. It will be noted (Fig. 3) that be- the 65 and over are augmented by aging 
tween 1949 and 1955 all age groups in- within the hospital cases by some 1,800 
creased although the largest increase was each year. This aging is an expression of 
in the group over 65. The fall which has the chronicity of mental disease and ac- 


The emphasis on the increase of aged 
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Patients By MENTAL D1sorDER 
Thousand 
Patients 
60 
1953 1958 
30F 
20k N 
+N 
\ 
Schizophrenia Psychoses Manic-Depres- Alcoholic Character 
of Senium sive and Psychoses Disorders 
Involutional 
2112 decrease 26 increase 395 decrease 267 increase 511 increase 


counts for fully half of all the over 65 
cases. The reduction of population among 
the younger age groups apparent in Fig. 3 
is one of the most hopeful elements in our 
data but a reservoir of chronic younger 
cases still remains and it is still being aug- 
mented by therapeutic failures. 


REDUCTION BY DIAGNOSIS 
Comparing the hospital population of 
March 31, 1955 with that of March 31, 1958 
(Fig. 4) after 3 full years of large-scale 
drug therapy, we find that there has been 
an overall reduction of 2,123 with a fall of 


2,112 in the schizophrenic group, 395 in the 
affective psychoses and 420 in a mixed 
group including psychoneuroses, paresis, 
organic states of various types, etc. These 
were counter-balanced by an increase of 
511 in character disorders, 267 alcoholics 
and 26 in the senium. 

Within the group of schizophrenics ( Fig. 
5), the 25-44 age group showed a 3-year 
reduction of 2,979, the 45-64 year group 
showed a fall of 183 and there was an 
increase in the under 25 and the over 65, 
the first from a marked increase in admis- 
sions under age 16 and the latter as a 
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Resipent PATIENTS WiTH SCHIZOPHRENIA, By AGE 


Thousand 
Patients 
25 


result of receiving additions from hospital 
cases of long residence. 

When we examine the schizophrenic 
group for duration of hospital residence 
(Fig. 6), the problem of chronicity ap- 
pears in startling clearness. At one end of 
the scale is the 10 years plus group num- 
bering over 31,000 and, in spite of advances 
in therapy, their number has actually in- 
creased by 527 in the last 3 years. The 
reservoirs from which this very chronic 
group are augmented have shown a clear- 
cut change. The 5-9 year class has ceased 
to grow, while the 2-4 year group has fallen 
by 1,463, and the schizophrenic cases in 
their second year of hospital life have di- 
minished by 27%. The cases of the current 
year have diminished by less than 8%. 
Since the figures for the current year are 
a crude measure of speed of therapy, it 
would seem that we may have gained less 
in speed of therapy than in effectiveness 
in prevention of chronicity. A marked cut 


in the second, third and fourth-year cases 
must in the long-term cut total chronicity 
very significantly. However, the problem of 
chronic schizophrenia will never be gone 
until its feed lines are cut off and we have 
no indications that we have done more than 
reduced them as yet. If we reduce the size 
of these sources by a quarter or a third, 
we may expect that much reduction of final 
chronicity but not more. Then, depending 
on such counterbalancing factors as (a) 
further extension of length of life ; (b) con- 
tinued increase of total population of the 
state; and (c) increase of other types of 
psychiatry, we may come to a new equilib- 
rium which will require some further tech- 
nical advance before it can be broken. 

A glance at Fig. 6 will show that there 
are some 50,000 cases other than chronic 
schizophrenics in the New York State men- 
tal hospitals and even if the chronic schizo- 
phrenics were to be entirely eliminated, 
which appears to be unlikely from the 
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above data, there will be need for exten- 
sive facilities for these other cases, most 
of whom belong to categories where mod- 
ern therapeutic advances have made rela- 
tively little impression. 


SUMMARY 


In 1955 the New York State mental hos- 
pitals undertook a large-scale program of 
tranquilizing drug therapy which during 


the first full year of its operation reached 
27.9% of all cases(2). This was a 250% in- 
crease of use of somatic therapy in one 
year and was followed by a reduction of 
500 in patient population, reversing a long- 
term increase of some 2,000 per year. The 
data for that year were analyzed and were 
compared with that of the year preceding 
when the population had increased by 2,500 
and the conclusion reached that the addi- 
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tion of drug therapy was the only signifi- 
cant identifiable change which had oc- 
curred in the treatment conditions of the 
Department and that the favorable change 
was attributable in major degree to the 
use of chlorpromazine and reserpine. 

Another 3 years have now passed and 
the fall has continued. The population on 
March 31, 1959 was 4,100 below the figure 
of 4 years before and this apparently rep- 
resents a well-marked trend. It is, however, 
no longer possible to say that circumstances 
have remained essentially the same as they 
were before the use of drug therapy was 
undertaken ; a whole series of progressive 
changes have occurred ; a sweeping pro- 
gram of liberalization of hospital policy has 
developed ; open hospital techniques, en- 
couragement of admissions other than by 
judicial certification and the organization of 
a number of experimental programs have 
been undertaken. Intensification of treat- 
ment for newly admitted patients has been 
secured through assignment of additional 
personnel for admission services and spe- 
cial geriatric and continued treatment pro- 
grams have also been set up. In spite of 
this, the pattern of change has not deviated 
significantly from that already identified 
when drug therapy was the only new 
modality. A significant increase of amount 
of change has, however, taken place but it 
becomes quite impossible to assign a quan- 
titative role to each factor; what seems 
certain is that all these elements are mu- 
tually interdependent and reinforce each 
other. It now becomes important to analyze 
the trends for their significance with regard 
to future plans for mental hospitals, es- 
pecially as many mental hospitals in vari- 
ous parts of the world have noted a de- 
creased pressure for hospital beds or an 
outright fall in population. In some quarters 
these changes have been discounted as 
cyclical and unimportant and in others the 
attitude has been that it is now a matter 
of a relatively short time before mental hos- 
pitals will be empty and that the problem 
of hospital psychiatry has at long last been 
solved. 

Our own data lead us to take a position 
somewhat between these two extremes and 
considerably toward the conservative side. 
The persistence of reduction for 4 succes- 


sive years seems to rule out any cyclical 
variation and the fact that the reduction of 
population is limited to functional cases and 
most marked in schizophrenics points to the 
action of a specific therapeutic influence 
rather than a general change of policy. In 
New York during the last 5 years the num- 
ber of cases actively carried on somatic 
therapy at all times has jumped from 
4,000 to over 40,000, the number released 
from hospitals has gone from 14,362 in 1955 
to 19,334 in 1958, and, in addition, the 
atmosphere of the state mental hospitals has 
been virtually revolutionized. Restraint and 
seclusion have been reduced to an eighth 
of their previous level and a series of lib- 
eral policies has been facilitated beyond 
what might have been dreamed of on such 
a scale 5 years ago. 

However important these changes may 
be from the point of view of the mental 
hospital as a therapeutic organization, there 
are other facts which tend to support a 
more conservative attitude with regard to 
the extent that the present change may be 
projected into the future, and especially 
the projection of any factor of acceleration 
in the present process. 

Although there has been a 34% increase 
in patient releases in New York State 
during the first 3 years of drug use, ad- 
missions were up about 12% and informa- 
tion from other hospital systems here and 
abroad indicates that this is a general 
phenomenon. The number of schizophrenic 
patients released has increased 39% during 
the 3 years for which data are available and 
the release percentage of chronic cases of 
up to 10 years’ hospital residence has been 
increased strikingly, yet a simple review of 
the present mental hospita] population in- 
dicates that there still are a considerable 
number of cases on the way to becoming 
chronic hospital residents ; the number of 
2-4 year cases, for instance, has been re- 
duced by 27% but this gives secure promise 
to reduce the eventual permanently chronic 
group by this amount. Furthermore, mental 
hospital operations involve far more than 
schizophrenics. There are many other cate- 
gories of cases and in our hospitals these 
have either remained stationary in numbers 
or have continued a long-term increase. 

Finally, there is a small but very signifi- 
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cant group of cases, especially in the age 
group below 16, which have been coming 
rapidly to the fore in the past few years. 
Numbering less than 400 in 1950, these 
now are being admitted at the rate of 700 
to 800 per year, and that figure would be 
higher if our facilities were more adequate. 
These cases must have more than double 
the hospital space of adults and much more 
personal service. Those who fail in therapy 
may look forward to a long life in hospital 
or a long career of behavior disorder in the 
community. Some feel that these should 
be elsewhere than in a mental hospital but 
society seems to have decided otherwise 
and we have been for several years sub- 
jected to unremitting pressure for their 
care and treatment, and whatever else one 
may say it must be admitted that the prob- 
lem is a psychiatric one. 

Another group which warrants comment 
is the so-called character disorders. Pa- 
tients in this group increased from 1,293 
in 1955 to 1,804 in 1958. To a large extent 
this group overlaps the teen-age problem 
just described but some of them are adults. 
Although here, too, the battle rages as to 
the proper function of a state hospital, 
the result is still to send a larger group for 
such care. In the main, they, too, represent 
a type of psychiatric problem, although this 
is far from saying that every case of acting- 
out is properly classified in a mental hos- 
pital. What we are discussing here is the 
fact that an increasing proportion of such 
cases actually are coming to us and must 
be considered in our plans. Still in the 
same category are the alcoholics whose 
number increased somewhat in the last few 
years from 3,693 to 3,960. In the past, the 
mental hospitals have made but a limited 
contribution in this field, taking an almost 
neutral attitude in the rehabilitation of 
such individuals. This was justified only 
so long as we could do no better. As our 
facilities improve, a greater interest must 
be taken in this disorder. Alcoholism has 
long been identified as a psychiatric prob- 
lem and whatever treatment has been avail- 
able has tended to be in mental hospitals. 
It is inevitable that we shall be called upon 
to take a more positive role in this situa- 
tion which is said to involve some 3,000,000 
Americans. Up to the present, much of this 


has been forced into the category of a sort 
of “deferred business” due to sheer lack of 
facilities. It seems inevitable that as soon 
as any space becomes available this ques- 
tion will be moved for a more satisfactory 
disposition. If we look only at the reduction 
in our population, we may forecast a rather 
gradual melting away of the chronic schizo- 
phrenic cases to perhaps 50 to 75% of their 
present number which is a humane and 
practical advance that would relieve New 
York State of a quarter of its present mental 
hospital population. Statistical data and 
clinical experience indicate that the reduc- 
tion will be more rapid on the women’s 
services than on the male side where fewer 
cases are found for therapy. For some time 
to come the number of long-term schizo- 
phrenic cases who pass their old age in 
the mental hospitals will continue to in- 
crease and will continue to leave the 
impression that the hospitals have been 
overwhelmed with geriatric admissions. 


DIVERSIFICATION OF PRACTICE 


Thus, while population reduction is a 
clear-cut fact and promises much for the 
future, if we look at the whole question 
more broadly we may see a somewhat dif- 
ferent picture ; if the mental hospitals are 
to meet the demands of society, they will 
have to continue to diversify their practice 
even beyond what has already been done. 
This will involve a continually larger admis- 
sion rate, a more rapid turnover of cases, 
and the development of psychiatric care for 
a wide variety of conditions which at 
present are received in our hospitals but 
accorded relatively little attention. Society 
has many unmet needs in this area, and the 
mental hospitals have a responsibility here. 
It does appear that within the next few 
years some beds will become available at 
least in geographical areas which have al- 
ready been able to keep up with previous 
needs to a reasonable degree. At the present 
time the New York statistics and the New 
York experience indicate that the unmet 
needs may outrun the prospects of new 
available mental hospital space, failing 
some revolutionary therapeutic advances. 
Yet it must be remembered that New York 
State now has some 580 mental hospital 
beds for each 100,000 of its general pop- 
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ulation. What the sequence of events may 
be in localities which have far less available 
space is not clear from our experience. 
Many factors, such as degree of urbaniza- 
tion, use of alternative facilities, especially 
for the aged, and local attitudes, must play 
an important role in determining what will 
be the need of psychiatric beds in any 
area, but it would seem that a very con- 


servative attitude is justified. So far we 
have not heard of a single instance where 
psychiatric beds were no longer able to be 
utilized. 
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TABLE 2 


PATIENTS RELEASED ALIVE ° FROM 
New York Crvit STATE MENTAL 


Fiscal Year Total 


Time Since Admission 
(Years) 


Ending on March 31 


Less than 


1-4 | 


5-9 | 10-19 


14,362 
17,058 
19,334 

Per Cent Increase 1956 
over 1955 

Per Cent Increase 1958 
over 1955 . 

1958 releases alive 
Treated with Tranquil- 
izing drugs .......... 

Per Cent of 1958 Releases 
Alive Treated 


18.8 
34.6 


11,363 
58.8 


6,012 

6,772 

8,133 
12.6 


35.3 


4,277 
52.6 


254 

340 

426 
33.9 


67.7 


746 
996 
1,042 


33.5 


7,280 
8,876 
9,660 


21.9 


32.7 39.7 


5,795 929 


60.0 89.2 


* Does not include placements on family care or escape. 


TABLE 5 


AVERAGE ANNUAL DeEaTH RaTE PER 1,000 Exposurgs,® spy AGE 
New York Civic StaTE MENTAL Hosprra.s 


Fiscal Year Ending on March 31 


1929-1931 


1956 


~ 
‘© 


1955 


or 
BE RES 


* Exposures=resident patients plus Y% the deaths during the period. 
** Standardized based on the age distribution of 1955 exposures. 


1 

20+ 
70 
| 
| 
754562 
Age 
Less than 15 . 17.5 
15-24 ... 51.3 
25-34 ... 41.3 
45-54 . 59.0 
175.5 
75 and over ...... 321.3 
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DISCUSSION 


Joseph Barrert, M.D. (Williamsburg, 
Va.)—Any program that can reduce the 
population of a hospital system to the ex- 
tent reported here must be quite gratifying. 
The fact that the 18 hospitals described in 
this paper are now serving the total mental 
hospital needs of the growing population 
of New York State with 4.100 beds less 
than they needed 4 years ago justifies the 
program. Percentagewise this is a 4.4% drop 
or 1.1% annually. 

It seems to me that there may be a 
number of factors which make this great 
migration out of the hospitals possible— 
something other than the ataractic drugs. 

First, there has been a decided improve- 
ment in the numbers of medical and nurs- 
ing personnel. The need for this personnel 
was hard to sell on the basis of better care 
and increased psychotherapy, etc., but the 
general public can actually buy this addi- 
tional personne! for the purpose of admin- 
istering drugs, etc. This has led to more 
individual attention to patients, which in 
essence is an improved or increased total 
push program. 

Second, there has been a change in 
attitude not only on the part of the family 
but also on the part of neighbors toward 
a mentally sick person returning to their 
midst. Here is a person who has actually 
been treated, a form of treatment they can 
understand. The patient’s chemistry has 
been changed. The entire community has 
a more favorable attitude toward the men- 
tally ill patient and we have found that not 
only previous employers but also new em- 
ployers have a more favorable attitude 
toward a successfully treated mental pa- 
tient. 

Third, I think there has been a very 
definite change in attitude on the part of 
the general practitioner in the community. 
Here is a form of treatment he can actively 
participate in not only by contributing to 
the continuation of medication and obser- 
vation of the results, but we see numbers 
of cases coming to the hospitals which the 
family doctor has tried to prevent by in- 
adequate medication. 

I have recently had correspondence from 
a family physician wanting to know how 
we were able to send home at the end of 
3 weeks treatment a patient he had sent in 


for long term care. So, there has been 
much help from the outside as well as the 
push from the inside. 

We have been having very similar ex- 
periences in Virginia to those reported by 
Dr. Brill in New York. We have found 
it most helpful to patients remaining out 
of the hospital if the medication and hos- 
pital supervision, through the work of a 
social service department, can be main- 
tained for sometime. To this end we have 
follow-up clinics, which I am sure Dr. Brill 
has too, and here we meet additional 

roblems. In the matter of medication we 

nd that many patients are unable to pro- 
vide the cost. When we talk about supply- 
ing it at hospital or public expense we run 
into a type of socialized medicine response. 
The value of follow-up clinics is frequently 

uestioned and we are presently making a 

etailed research study of 3 such clinics 
in the Eastern State Hospital area and will 
report this study when completed, but from 
my June 30, 1958 Annual Report the follow- 
ing quote is very significant : 

“It is interesting to note that of the 

1,604 patients released from the hospital 

during the year, 866 or 59% of these pa- 

tients returned to the hospital. Of the 414 

furloughed patients followed in clinics 

only 122 or 29% returned.” 

The seeming increase in mortality under 
drug therapy may well be due to masking 
of physical symptoms (such as nausea, 
vomiting, etc. and even opis and sug- 
gests a need for continued and increased 
alert medical personnel. 


Volume of Drug Therapy in Virginia : 

During the year ending June 30, 1958 in 
the Virginia hospitals we had a total of 
15,385 patients under drug treatment. This 
is an increase of 5,800 over the previous 
year. We still use much shock therapy, but 
on a reduced scale. 


Stability of Response : 

I do believe that the degree of stability 
derived from the various drugs must be 
attributed to many other factors such as 
attitudes, concepts and general willingness 
to accept what appears to be permanent 
damage in some types of mental disorders, 
and the ability of the hospital or clinic to 
proffer continued guidance. 
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Since 1935 the author has personally 
known 33 boys and girls who, before they 
were 16 years of age, had been associated 
with the death of another person either by 
causing or being blamed for a death by 
themselves or others. All of these boys and 
girls have been examined, many of them 
repeatedly, in public institutions of New 
York. 

This present brief study will analyze the 
significant data concerning this group of 
33 individuals in terms of their background, 
the incident that resulted in death to the 
victim, any specific clinical pathology, the 
reaction of the young person involved and 
his or her subsequent career. There will be 
no effort to discuss individual cases or 
elaborate on psychodynamics. This has 
been done before for some of these cases 
(1, 2, 3). Longitudinal or followup studies 
have also been published(4) which have 
been further extended for the present study. 

There were only 2 girls in the series. They 
were 5 and 8 years of age when each 
. accidentally ignited the clothes of a 
younger sister leading to death within a 
few hours. The 31 boys were 5-15 years 
of age at the time of the fatal incident 
in which they were involved. Six were 5 
and 6 years, 5 were 7 to 10 years, 9 were 
11 and 12 years, and 11 were 13 to 15 years. 
Thus, 13 children were under 11 years or 
prepuberty and 20 boys were 11 to 15 years 
of age. 

There were 11 Protestants of whom 9 
were Negroes and 17 Catholics including 
2 Puerto Ricans. 

Intellectually, 2 were grossly retarded, 5 
were borderline defective, 20 were in the 
normal range with IQ’s recorded from 80 
to 110, 6 had higher IQ’s. Eight of the boys 
were non-readers (including the two gross- 
ly defective), 9 were retarded readers, 9 

1 Read at the 


115th annual meeting of The 


American Psychiatric Association, Philadelphia, Pa., 
Apr. 27-May 1, 1959. 

2 New York State Department of Mental Hygiene, 
Creedmoor State Hospital, Children’s Unit, Queens 
Village, N. Y. 
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attained average reading skill and 4 were 
superior readers. 

Before considering the clinical data it 
will be well to emphasize that the 33 boys 
and girls can be readily considered in two 
nearly equal groups. Sixteen were involved 
with the fatal incident and known to the 
author between 1935 and 1944 or the first 
10 years of this study. They are now 20 to 
40 years of age. This group is characterized 
by the lack of more recent intensive meth- 
ods of clinical study and diagnostic evalua- 
tions and by their adulthood and followup 
studies that indicate the course of their 
life patterns. Seven are in high security 
institutions. None was considered schizo- 
phrenic at the time of the fatal incidents, 
although several were considered defec- 
tive or brain damaged. However, 5 have 
been diagnosed as schizophrenic and psy- 
chotic subsequently. Two are known to be 
doing well, including a girl, in spite of very 
bad home circumstances. Three are pre- 
sumed to be doing well, having been 
placed in adequate foster care and further 
difficulties are not reported. The remain- 
ing four, after a considerable period of 
training school or hospital care, are main- 
taining a precarious status in the com- 
munity. 

Seventeen were involved in the fatal 
incident in the last 10 years since 1948 
and are currently 8 to 22 years of age (10 
are still under 16 years). This group have 
been subjects of intensive clinical studies 
and most of them are still under treatment 
in New York State hospitals or training 
schools immediately available to the author 
(5 are currently in the children’s unit of 
the Creedmoor State Hospital ). Five are in 
the community under careful supervision, 
two others have been out but further 
trouble led to higher security institution- 
alization. It is in this younger group that 
a great deal of severe pathology was un- 
covered which will be described. 

Next, let us consider a classification by 
mode of death. 

1. Death was caused by fires set by 6 
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children, including the two girls. Their ages 
were 5 years (two), 6, 8 and 12 years (two 
boys). These were all evidently uninten- 
tional deaths. However, like the serious 
fire-setters described by Helen Yarnell(5, 
6) they all had very disturbing home 
situations. One was grossly defective and 
his two defective younger brothers perished 
in the fire, set by the three while they were 
left alone. Two of these children now 
under hospital care are schizophrenic. The 
other three, belonging to the older age 
group, have made satisfactory adjustments, 
two to foster care. All of these children 
showed the severe depressive, guilt-ridden 
grief reaction previously described(1). 
There was no record of these children 
setting fires subsequently. On the other 
hand, among the 27 children who caused 
death by some other means than fire, there 
were 8 who were compulsive fire-setters, 
including all 5 who were associated with 
a death by drowning. 

2. Death by drowning was associated 
with 5 children, ages 5, 9, 10 (two boys) 
and 11] years. Because of the nature of this 
type death, in none of these instances was 
it ever known whether the child implicated 
was guilty of any intentional act either of 
omission or commission. In one case of a 
10-year-old boy, he and his friend were 
having a friendly wrestle on the river bank 
and his friend fell in and could not be 
saved. This boy had the most violent re- 
active psychotic depression with a phobia 
against water even for washing, bathing or 
drinking for some time. Like the others 
in this series he also had nightly dreams of 
drowning himself or other people or of 
sea monsters after him or of submarine 
disasters. These boys all required months or 
years of hospital care for their reactive 
depression. Two were put on convalescent 
care but after aggressive crimes were 
placed in corrective institutions. All were 
fire-setters. All have threatened to kill. 
Three have been diagnosed as schizophre- 
nia. One was associated with the death 
of two children at some months’ interval. 

3. Three younger children were asso- 
ciated with deaths not readily classified. 
A 5-year-old blind defective boy with re- 
trolental fibroplasia following premature 


birth choked his 4-week-old sister to death 
when he was bothered by her crying. He 
also threatened to repeat this on other 
crying children. He is hospitalized. A 
5-year-old boy considered retarded and 
showing an impulse disorder following an 
infectious encephalitis, was accused of 
pushing his 3-year-old brother out the win- 
dow. Now at the age of 23 he is hos- 
pitalized as a psychotic schizophrenic. A 
7-year-old boy, long recognized as a prob- 
lem, mildly microcephalic, impulsive and 
retarded, was playing on the roof with 
another boy who fell off and died. 

At this point we can summarize this 
younger group of 14 children who neither 
intended nor expected the death that was 
the consequence of their activities. Except 
for the low grade defectives they reacted 
with shock which was not closely related 
to their basic psychiatric disorder. None, 
however, was free, even before the inci- 
dent, from very disturbing family, social 
and personal disorders. A few involved in 
fires were able to mature satisfactorily. 

4. Death by stabbing with sharp instru- 
ments. This was caused by 7 boys ages 6, 
9, 11 (two boys), 13 (two boys), and 14 
years. The necessarily close physical rela- 
tionship usually left little doubt as to the 
person involved. In 5 cases it represented 
an impulsive act of uncontrollable rage, 
with the weapon happening to be available 
or offered by another boy. The psycho- 
pathology will be discussed briefly with 
the next two groups. 

5. Death by repeated blows with a 
heavy object. There were 6 boys in this 
group ages 8, 9, 13 (two boys), 14 and 15 
years. It was usual that the first blow was 
impulsive like the above stabbing group, 
and then the blows were continued blindly 
or to quiet the victim. In one case a sex 
act had preceded the blows, in another a 
robbery. 

6. Shooting caused death by 6 adoles- 
cent boys, 11-14 years. This act implied 
some planning and preparation or else 
defective judgment. In one case the death 
seemed entirely accidental, a friend being 
shot while the two boys examined a gun. 

These last three categories, in which 
death was caused by striking with a sharp 
instrument, or repeated blows with a heavy 
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object, or shooting, included 19 of the 33 
cases. Except in the case of the accidental 
shooting the victims were aimed at directly 
although often impulsively. This group 
showed the most pathology with schizo- 
phrenia, brain disease and/or epilepsy in 
all cases but three. These 3 were among 
the older cases in which such pathology 
had not been determined. Also in this 
group only 4 of the 18 boys were under 
11. In this group consequently we get the 
reaction typical of puberty or of the young 
adolescent boy. This represents an attempt 
at denial, suppression of anxiety and guilt, 
amnesia and various repressive phenomena. 
Such pseudopsychopathic defenses(7, 8) 
may mask the basic schizophrenic picture 
or organic or epileptic disorganization for 
a while. However, several of these boys 
who showed “no psychosis” at the time of 
the examination or court hearing and were 
placed in correctional institutions, subse- 
quently were found to become psychotic 
and transferred to mental hospitals or hos- 
pitals for the criminally insane and were 
diagnosed schizophrenic and/or epileptic. 

Of equal interest is the evidence that 3 
boys developed clinical epilepsy with con- 
vulsions some months after they committed 
the fatal act. Records of EEG’s are availa- 
ble on 15 boys. Five were reported normal. 
Ten were pathological, indicative of epi- 
lepsy. In 3 boys the EEG disturbance 
reached its maximum in mid-adolescence 
and tended to become normal in the years 
the boys were under treatment in a con- 
trolled environment and received anticon- 
vulsant drugs. But under emotional strain 
they were liable to explode and tended to 
seek isolation to control themselves. 

Five adolescent boys had accomplices. 
In 2 cases, a weapon was furnished by one 
boy to another in a fight. In the other 3 
cases it could never be determined which 
of two boys was responsible for the fatal 
blow or shot. 

Six boys caused 2 deaths each and one 
boy, 3 deaths. With one exception, these 
were young boys and the multiple deaths 
resulted from a single fire. In only one 
case in this series was a boy associated with 
two deaths (by drowning) at some 
months’ interval. 

The final diagnostic classification in- 


cludes 3 familial defectives (1 low grade, 
2 borderline), 12 schizophrenics (9 in 
childhood and 3 recognized first in adult- 
hood), 3 epileptics (and a fourth possibil- 
ity), 7 chronic brain syndromes without 
epilepsy but impulse disorders, and 10 
psychoneurotic depressions reactive to the 
situation. 

Fifteen of these 33 boys and girls had 
psychiatric evaluation preceding the inci- 
dent that led to the death of the other 
person or persons. In the majority of these 
cases there had been recommendations 
which had not been followed. In 5 cases 
there are on record official reports indicat- 
ing that the boy was seriously dangerous. 
Of course, many other children have been 
described as dangerous who have not 
proven so, and in general we do have to 
remember that for a child to kill requires 
a certain combination of factors which in- 
clude a disturbed, poorly controlled, im- 
pulsive child ; the victim as an irritant, and 
an appropriate or handy weapon coinciding 
with lack of protective supervision. 

However, there are certain dangerous 
symptoms of a psychiatric nature which 
should be considered as significant, espe- 
cially when they occur in combinations, as 
follows : 

1. Organic brain damage with an im- 
pulse disorder, and abnormal EEG and 
epilepsy (perhaps latent). 

2. Childhood schizophrenia with pre- 
occupations with death and killing in the 
pseudoneurotic phase or with antisocial 
paranoid preoccupations in the pseudo- 
psychopathic phase. 

3. Compulsive fire-setting. 

4. Defeating school retardation (reading 
disability ). 

5. Extremely unfavorable home condi- 
tions and life experiences. 

6. A personal experience with violent 
death ; thus having once been associated 
with a death, a child is always dangerous 
thereafter. 

The psychodynamics of a child or adoles- 
cent held accountable for a death is a sep- 
arate topic. Essentially the preptberty 
child experiments with every method to 
prove to himself that death is not possible, 
while the adolescent tries to deny to others 
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both his guilt and feelings of guilt. Thus 
both are dangerous and misunderstood. 
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PROBLEMS FOR MEDICAL PRACTICE PRESENTED BY 
FAMILIES WITH A SCHIZOPHRENIC MEMBER’ 


ROBERT H. DYSINGER, M.D., anv MURRAY BOWEN, M.D.? 


The practice of general medicine on a 
special psychiatric ward encountered con- 
sistent difficulties which appeared to be 
manifestations of patterned emotional pro- 
cesses. The medical practice was one part 
of the clinical services offered a series of 
family groups with a schizophrenic son or 
daughter who participated in a project de- 
signed to study the emotional problems of 
the family unit from the vantage point of a 
long term psychotherapy. The considera- 
tion of the difficulties in the medical situa- 
tion led to an effort to describe and 
conceptualize characteristic modes of re- 
lating of the family members in much the 
same way that difficulties in psychotherapy 
are studied as derivatives of emotional 


processes. 
The project of which this work was one 

part has been described elsewhere( 3, 4, 5). 

A series of 7 family groups consisting of 


both parents and a schizophrenic son or 
daughter participated for periods ranging 
from 4 to 33 months. The clinical work 
centered in a psychotherapy designed for 
the family unit. During the period of treat- 
ment the families lived on a special psy- 
chiatric ward operated by the project staff. 

The medical work was carried out in 
a ward clinic operated by a psychiatrist on 
the project staff. This service was supple- 
mented as indicated with consultation and 
other clinical services easily available in a 
large medical research center. The clinic 
was structured to operate as much as pos- 
sible like an outpatient service. The re- 
sponsibilities of the clinic were carefully 
defined to distinguish them from psychi- 
atric functions. When an emotional prob- 
lem was presented for medica! attention, 
the responsibility of the clinic was con- 


1 Read at the 115th annual meeting of the American 
Psychiatric Association, Philadelphia, Pa., Apr. 27- 
May 1, 1959. 

2 Respectively, Psychiatrist, and Chief, Family Study 
Section, Clinical Investigations, National Institute of 
Mental Health, National Institutes of Health, U. S. 
Public Health Service, Department of Health, Educa- 
tion and Welfare. 


sidered discharged when the nature of the 
problem had been recognized. The treat- 
ment of emotional problems was a psy- 
chiatric responsibility, and many things 
commonly handled symptomatically in 
medical practice were, in this situation, 
matters for attention in psychotherapy. The 
doctor necessarily dealt with those emotion- 
al problems that operated to impair the 
medical functioning of the clinic. The ex- 
perience over a 3-year period was that 
intense emotional forces were consistently 
present which could cause difficulties of 
this kind. 

The total clinical situation afforded con- 
tinuous direct observation of the function- 
ing of each individual in relation to his 
family and others both in psychotherapy 
and on the ward ; this provided a view of 
ongoing family functioning in which the 
relating in the medical situation could be 
seen in its current context. It appeared that 
the turning to and using of medical services 
was often to a striking extent an enacted 
emotional process which took the form of 
an interest in medical diagnosis and treat- 
ment. 

The presence of such a problem was of 
practical relevance since significant, poorly 
defined medical problems were not uncom- 
mon especially in the parents, and effective 
medical service was often clearly indicated. 
The use of the medical setting by the family 
members for emotional purposes was often 
so intense as to make it difficult for the 
doctor to function responsibly as a physi- 
cian. This was the case whether or not 
significant medical problems were present, 
but was minimal on the few occasions of 
actual medical emergency. The process of 
settling even trivial medical matters in a 
satisfactory sensible way was often labo- 
rious and difficult. These difficulties were 
characteristic in the medical work with the 
parents and the schizophrenic sons or 
daughters, but were rarely experienced 
with normal siblings. The histories indi- 
cated that the families’ use of medical serv- 
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ices in the past had been similarly in- 
volved in acted out emotional issues. 
An example of the problem : 


A mother had avoided serious medical con- 
sideration of a lower abdominal pain associat- 
ed with the menses, of gradually increasing 
intensity over several years’ time. She was 
anxious and tentative in approaching the clinic 
about it. A consultant in gynecology was asked 
to examine her. He found a pelvic mass and 
recommended examination under anesthesia, 
D&C, and laparotomy if indicated. With no 
mention of it on the ward, the mother con- 
sulted practicing gynecologists during visits 
to the city. One doctor called to describe his 
experience. He said that the mother had been 
unwilling to provide a history and asked for 
his professional opinion on the basis of exam- 
ination only. He said he had done the best he 
could for her under difficult circumstances and 
asked to be informed of the findings if surgery 
was done in order to check his clinical impres- 
sion. Later a laparotomy was performed and 
a rather large fibroid uterus successfully 
removed, 


The numerous difficulties in the medical 
situation take on some order when seen as 
manifestations of specific emotional proc- 
esses. Many observations indicated that 
the parents and the schizophrenic child 
discriminated poorly between intense feel- 
ings of helplessness and anxiety on the one 
hand and evidences of medical problems on 
the other. Much of their functioning ap- 
peared to follow from an assumption that 
feeling helpless was equivalent to being 
ill, and not feeling helpless was equivalent 
to being healthy. For example, a person 
could notice something physical and esti- 
mate it to be of no consequence. The esti- 
mate might be accurate or not and yet be 
largely in the service of a denial of feelings 
of helplessness. 

By defining the characteristic ways the 
family members were dealing with intense 
feelings of helplessness in the medical sit- 
uation two general modes of functioning 
are identified. The first and more common 
is described as an acting out of feelings 
of helplessness, the second as an acting out 
of a denial of such feelings. 

The first mode of functioning, was char- 
acteristic of the mothers and the schizo- 
phrenic sons or daughters and was also 


common for the fathers. It could be gross 
or so subtle as to masquerade for sensible 
action. The person related himself at each 
step of his dealings with the doctor in a way 
that accented helplessness. The decision to 
arrange an appointment could be avoided 
and the doctor’s attention sought outside 
the clinic. This took the form of vague allu- 
sions to health matters in the context of a 
social greeting, acting sick or speaking of 
symptoms to others in the doctor's presence, 
and messages about vague ailings that the 
doctor heard as a rumor from others. The 
doctor could later discover that his response 
or lack of it had been given the weight of 
a professional opinion. Under such cir- 
cumstances, there was ambiguity about 
whether or not the person was dealing with 
the doctor in his professional capacity. This 
ambiguity was frequently present in clinic 
appointments also when the person related 
himself as though he were in a social situa- 
tion. 

In speaking of his problem the person 
emphasized illness. Physical experiences 
and incapacity were elaborated beyond 
the actual difficulty. Medical terms were 
used authoritatively as though they ade- 
quately defined the situation. Past histories 
were distorted and past medical opinions 
and diagnoses introduced to document a 
picture of major illness. The emotional tone 
was commonly grim, urgent, and serious 
and could be imperiously demanding, 
plaintive, or simply insistent. This feeling 
was infectious and could tend to hurry 
the doctor into a view that the problem 
was actually an emergency. Medical in- 
quiry about specific points and attempts 
to confirm impressions often met with ob- 
tuseness, vagueness, irrelevant elabora- 
tion, helpless unresponsiveness, or pressure 
for treatment. 

When the doctor stated an initial clinical 
impression, the patient often became more 
thoughtful and at times decided to post- 
pone medical work. A statement that diag- 
nostic study revealed no evidence of a med- 
ical problem was often followed by a 
critical point in the clinical relationship. 
When a definite diagnosis was made it 
tended to be seen as the source of all 
problems. Medical treatment was often 
complicated by vagueness about symptoms 
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and pressures to prolong the use of medi- 
cations. With the completion of treatment, 
a similar critical point in the clinical rela- 
tionship was often reached. 

At such critical points the person could 
create an unmistakable impression that he 
found the doctor unsatisfactory. This op- 
erated as an intense pressure to alter med- 
ical opinion to accommodate to emotional 
goals, The doctor seemed to be faced with 
the choice of losing working contact or 
compromising his best judgment. When 
such a point was reached the extent of the 
emotional use of the medical situation was 
unequivocally apparent. This anxious en- 
counter between the emotional process and 
medical judgment could then resolve to- 
ward a more adequate recognition of the 
actual problems. 

Throughout the medical relationship, 
the acted out helplessness appeared to 
maintain an emotional pressure to induce 
the doctor to assume a very great responsi- 
bility for the intense feelings by virtue of 
a diagnosis of illness. The person functions 
as though the action message is—“I feel 
intensely helpless, therefore I am ill. The 
doctor must recognize this, and when he 
has agreed, I then have an answer to my 
problem.” The finding of any physical con- 
dition is one of the things that the doctor 
can do which appears to be taken as at least 
a token concurrence. 

A characteristic example : 


A mother in her 50’s arranged an appoint- 
ment several weeks after the family arrived. 
In the early weeks on the ward she had often 
commented about a variety of ailments. In the 
initial appointment she spoke with an urgent 
plaintiveness of pains in the neck. Persistence 
by the doctor developed a reasonably trust- 
worthy history out of much diffuse talk. After 
a local examination a preliminary clinical im- 
pression was conveyed. The mother responded 
by repeating her own diagnosis as though to 
ask the doctor’s assent. When he replied that 
his impression was somewhat different, the 
mother introduced another problem. Further 
diagnostic study over a number of weeks re- 
vealed a minor chronic medical problem which 
was not responsible for the long standing dis- 
tresses of which she complained, and sup- 
ported the view that these were on an emo- 
tional basis. The mother’s acted out presenta- 
tion of herself as a chronically ill helpless 


woman made for difficulty in evaluating her 
actual medical condition. 


A second mode of functioning is des- 
cribed as an acting out of a denial of 
feelings of helplessness. It was character- 
istic of the fathers, occurred also in 
mothers, but was not seen in the son or 
daughter. Problems were presented in a 
manner that emphasized the health of the 
person. Symptoms and incapacity were min- 
imized out of proportion to actual difficulty. 
Past histories were distorted, the negative 
findings from previous medical check-ups 
emphasized, and the value of previous med- 
ical efforts minimized to support a picture 
of physical health. The possibility that a 
problem was psychological could be given 
prominence. The emotional tone was com- 
monly casual, friendly, jocular, and appeal- 
ing, and tended to lull the doctor into a 
premature view that no problem existed. 
Medical inquiry encountered vagueness 
about simple facts, plausible explanations, 
reassurances that the doctor need not wor- 
ry, and when anxiety mounted, actual re- 
treating. An opinion that a medical problem 
existed was the occasion for an anxious 
point in the clinical relationship. The acted 
out denial could continue into the treat- 
ment situation in the form of a casualness 
about treatment measures and unreliable 
reports of progress. 

The emotional pressures appear to oper- 
ate to induce the doctor to assume a respon- 
sibility for problems with feelings of help- 
lessness by virtue of a diagnosis of health. 
The person acts as though he were convey- 
ing the message, “I am almost certain that 
I am not helpless, therefore I am in good 
health ; a doctor must recognize this and 
when he has agreed I will then be certain 
of my answer to the problem.” 

A striking example from the medical 
history of a father : 


After a period of some weeks during which 
he had noticed difficulties in an important 
sense organ, he casually mentioned them to 
a physician friend. His friend apparently sens- 
ing that the matter might be of some moment 
examined him and quickly recognized a ser- 
ious problem. Appropriate attention from an 
outstanding specialist was promptly arranged. 
The indications were that the serious loss of 
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function that resulted was largely a conse- 
quence of delay in arranging appropriate med- 
ical attention. 


On many occasions two or more family 
members were active about a medical mat- 
ter. A variation of the acting out of feelings 
of helplessness could be identified in these 
situations which differed in that the prob- 
lem was seen to exist in another rather than 
in the self. The most common form was a 
parent’s action from concern for the schizo- 
phrenic son or daughter, the mother more 
commonly than the father. The mother’s 
acted out concerns about the father were 
also significant. 

In some situations the concern for the 
other brought about the medical consulta- 
tion. In other situations, medical work al- 
ready initiated by one member could be- 
come the focus of the acting out process 
of a second. The second member might 
even move to displace the other from his 
position of dealing with the doctor about 
his own problem. In a milder form he could 
simply invite himself to be also present at 
the other's appointment. The member 


whose health was being considered might 


accept the concern of the second member 
as his own ; might go along with it without 
acceptance ; defensively oppose it, or on oc- 
casion maintain his own view. The doctor 
was often looked to for a resolution of the 
intense differences. 

The emotional pressure in this other ap- 
peared to operate to induce the doctor to 
assume a great responsibility for feelings of 
helplessness’ by virtue of a diagnosis of ill- 
ness in the other. The person functions as 
though he were saying, “I feel helpless, it 
is because he is ill; a doctor must agree 
with me, and when he does, I then have an 
answer to my problem.” The most promi- 
nent and intense of all the situations involv- 
ing more than one member were those in 
which one or both parents acted out intense 
feelings of helplessness externalized as a 
medical problem seen in the son or 
daughter. 


SUMMARY AND CONCLUSIONS 


Medical practice with 7 families with a 
schizophrenic son or daughter regularly 


encountered difficulties in accomplishing 
medical evaluations and treatment. The 
use of medical services by the parents and 
the son or daughter was extensively in- 
volved in intense emotional processes. Two 
modes of relating are described as an acting 
out of feelings of helplessness and an acting 
out of a denial of these feelings. A varia- 
tion is described in which the acting out of 
feelings of helplessness took the form of 
a concern about another. 

The emotional pressures tended to lead 
to inaccurate medical overdiagnosis and 
overtreatment in response to the acted out 
feelings of helplessness and to inaccurate 
medical estimates of good health in re- 
sponse to the acted out denial pattern. 
When medical findings differed from the 
emotional view, the clinical relationship 
could reach a difficult point. The problems 
in the medical experiences appeared to be 
one clear evidence of general processes per- 
vading the family emotional life. 
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THE GENERAL PRACTITIONER AND THE PSYCHIATRIST ' 
FREDERICK LEMERE, M.D.” anv AUSTIN B. KRAABEL, M.D.° 


We psychiatrists sometimes overlook the 
fact that the major portion of psychiatric 
care is being handled by the general prac- 
titioner. It therefore behooves the psy- 
chiatrist to try to understand and help the 
generalist with the problems he encounters 
in this field of medicine. With this in mind, 
we have made a survey of the attitudes 
of some general practitioners toward psy- 
chiatry and psychiatrists. 

A questionnaire was sent to 600 members 
of the Washington State Academy of Gen- 
eral Practice. The comments contained in 
the 416 questionnaires that were completed 
and returned form the subject of this 
report. 


RESULTS 
PSYCHIATRIC EDUCATION 


Sixty percent of the respondents felt 
that their psychiatric training in medical 
school was reasonably adequate for their 


general practice needs. This was enhanced 
by subsequent postgraduate courses and 
reading but their own clinical experience 
formed the main basis for their psycho- 
therapeutic endeavors. 

Some typical criticisms of their psy- 
chiatric education were as follows : 


Too many cases were shown of psychoses, 
which we refer anyway, and not enough 
attention was given to the usual run of office 
cases such as anxiety tension states. 


Our course was impractical with too much 
theory and almost no demonstration of ordi- 
nary counseling techniques such as I have to 
use every day in my practice. 


Psychiatrists should keep on teaching us at 
our county medical society or hospital staff 
meetings, but mostly with our own patients 
that we refer to them. 


I would like to have more round table dis- 


1 Read at the 115th annual meeting of The Ameri- 
can Psychiatric Association, Philadelphia, Pa., Apr. 
27-May 1, 1959. 

2 From the Department of Psychiatry, University of 
Washington, School of Medicine, Seattle, Wash. 

3 Past President of the Washington State Academy 
of General Practice. 


cussions of actual problem cases instead of 
formal postgraduate lectures. 


PSYCHIATRIC PATIENTS IN GENERAL PRACTICE 


The respondents generally seemed to be 
well aware of the emotional component 
of illness. 


Anyone who is sick is bound to be more or 
less upset and vice versa. I try to give all of 
my patients what moral and emotional support 
they need. 


The percent of general practice that was 
predominantly psychiatric averaged 24%. 
The respondents estimated that on the 
average they could take care of 78% of 
their psychiatric patients themselves. Fifty- 
one percent enjoyed taking care of their 
psychiatric patients as much as caring for 
their other patients. 

The main complaint about psychiatric 
patients in general practice was that they 
take too much time, and that they are 
difficult patients to help. 


These patients take a lot more time and 
are less remunerative than other patients. 


My results with these patients are hampered 
by the fact that often there is not much to 
work with or the environmental pressures are 
so overwhelming, and there is not much I can 
do to correct these. 


PSYCHIATRIC REFERRALS 


Sixty-nine percent of those who replied 
would like to refer more of their patients 
to psychiatrists. They hesitate to do so, how- 
ever, because of the expense to the patient 
(72%), patients often resent it (43%), the 
lack of available psychiatrists (32%) and the 
failure of psychiatrists to have been of 
much help in the past (25%). Some typical 
comments regarding referrals were : 


The patients who need psychiatric care the 
most, often resist such a suggestion. It is often 
hard to get a patient to accept an emotional 
cause for his illness and I have to approach 
the problem obliquely or lose the patient. 


I would like to refer more patients but only 
the well-to-do can afford psychiatric care and 
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few of my patients fall in this class, especially 
when the results are often uncertain. 


Seventy-two percent of our respondents 
spontaneously complained of the lack, or 
the inadequate nature, of psychiatric re- 
ports. 


Psychiatrists should keep the family doctor 
informed of the patient’s progress. Too often 
we never hear from the psychiatrist at all. 


Few of the psychiatrists ever tell me what 
is really wrong with the patient or how I 
should proceed with treatment. 


OPINION OF PSYCHIATRISTS 


Twenty percent of the respondents were 
more critical of psychiatrists than other 
specialists. Of those who were critical, 
41% felt that psychiatrists are unrealistic, 
33% that they are too unstable themselves 
and 27% that they seldom helped their 
patients. Some typical comments were as 
follows : 


Only too often my patients tell me that the 
first interview with the psychiatrist has been 
a discussion of fees to be paid. I do not prac- 
tice this way nor do any of the other doctors 
I know. 


Psychiatrists should be doctors first and 
psychiatrists second. We never see them at 
staff or medical meetings. 


I get up at 3:00 A.M. to see patients yet 
when I have an emergency psychiatric case, 
the psychiatrist’s secretary won't let me talk 
to him and when he eventually does call back 
he can’t see my emergency patient for two 
weeks. 


Surprisingly, 36 of the respondents spon- 
taneously criticized psychiatrists for giving 
too much electroshock and drug treatment 
and not enough psychotherapy. 


It is hard to find a good psychiatrist. Some 
of them want to give most of the patients 
I refer a Freudian psychoanalysis. Others rush 
them into shock treatment and tranquilizers 
when what I had in mind was some experi- 
enced counseling for the patient. 


While most of this paper has dealt with 
adverse criticism of psychiatrists, the gen- 
eral tone of the respondents was sympa- 
thetic and understanding of the psychia- 
trist’s special problems. 


Most of the psychiatrists I know are con- 
scientious doctors who are doing a lot of good 
under difficult circumstances. This is a tough 
row to hoe. 


It is encouraging to note that the younger 
respondents were better satisfied with their 
psychiatric training, recognized a greater 
proportion of their practice as psychiatric 
in nature, and felt they could, and wished 
to, take care of a greater percent of their 
psychiatric patients as compared to the 
older practitioners. It is evident that prog- 
ress is being made in this field but much 
remains to be done to bring psychiatry up 
to the level of other specialties in the eyes 
of the generalist. 


SUGGESTIONS 


1. Undergraduate as well as postgraduate 
education should emphasize the clinical 
demonstration of borderline office-type psy- 
chiatric cases as well as classical textbook 
cases. 

2. More consideration should be given to 
teaching counseling techniques. Most of 
our respondents felt that the maximum time 
they could spend with each of their psy- 
chiatric patients was one-half hour a week. 
Intensive psychoanalytically oriented pro- 
cedures are obviously out of the question 
for the general practitioner. 

3. Psychiatrists must be more consci- 
entious, realistic and helpful in sending 
their reports to the referring generalist. 

4. Psychiatrists should explain the reason 
for such unusual medical practices as charg- 
ing other doctors and their families, col- 
lecting fees before prolonged psychother- 
apy is undertaken, not answering other 
doctors’ calls while in a therapeutic session 
or refusing to take patients who have a 
poor prognosis such as alcoholics or psy- 
chopaths. Better yet, we might consider 
changing some of our procedures to bring 
them more in line with the accepted stand- 
ards of our medical colleagues. 

5. The most obvious need is for more 
psychiatrists and better therapeutic tech- 
niques so that more patients can be helped 
at less cost to the patient. 


COMMENTS 


The increasing acceptance of psychiatry 
by the public has been due to orientation 
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regarding the facts of mental illness. With 
current efforts under way to achieve this 
at the lay level, it seems worthwhile to 
review some of the obstacles and misunder- 
standings that persist within the “family” 
of our own profession. The rapport used 
by psychiatrists with their patients might 
well be employed “at home” to strengthen 
intra-professional ties. One example of 
such an effort is the American Psychiatric 
Association-American Academy of General 
Practice Joint Liaison Committee. 

That obstacles exist to mutual under- 
standing has been demonstrated by the 
difficulty of these two groups in laying 
the groundwork for a free avenue of com- 
munication. One of the problems in which 
a common denominator has been elusive 
is the tempo of general practice as com- 
pared to that of the practice of psychiatry. 
The suggestion has been made that the 
general practitioner set aside one afternoon 
or evening a week for his psychiatric 
patients. When one considers that most 
generalists see from 40 to 60 patients a 
day, it should be obvious that this would 
impose an impossible strain on the prac- 
titioner whose much needed time for family 
and recreation is already in jeopardy. 

Our common ancestral prototype, the 
old-fashioned country doctor, also saw 40 
to 60 patients a day and yet he demon- 
strated an instinctive understanding of 
human frailties that gained for him the 
enduring respect of the American public. 
Since his pharmacological specifics were 
limited, it is apparent that psychotherapy, 
crude or otherwise, was his most effective 
tool. Psychiatry in its embryonic struggles 
has lost touch with this homespun begin- 
ning and has left the generalist the difficult 
task of trying to adapt the psychiatrist's 
hour-long techniques to a practice that can- 
not allot such time to a given patient. 
Improvement in psychotherapeutic tech- 
niques that would give better results in 
shorter time is necessary if psychiatry is 
going to keep up with the advances that 
have been made in other fields of medicine. 
It has been suggested that a solution of 
this problem would benefit the overworked 
psychiatrist as much as the overworked 
generalist. 

The spectre of psychiatric fees received 


its full measure of criticism by our re- 
spondents. Many of those, however, who 
felt that psychiatric fees were out of line, 
paradoxically, declined to care for these 
same patients on economic grounds. Some- 
what like the pot calling the kettle black ? 

The often heard complaint against psy- 
chiatric jargon was also raised. The general- 
ist feels that he has important functions 
that take precedence over learning un- 
needed phraseology, and that communi- 
cation between psychiatrists and other doc- 
tors could be greatly improved by a more 
medically oriented terminology with gain 
rather than loss of professional stature. 

In the matter of referrals, there some- 
times arises a situation in which the psy- 
chiatrist refuses to accept a patient because 
of finances or a poor prognosis. The general- 
ist compares this unfavorably to his own 
sense of professional responsibility to hope- 
less cardiac patients or terminal cancer 
victims. 

We could go on indefinitely, but we 
will conclude with some quotes from the 
questionnaires that will leave some food 
for thought. 


No person is all mind or all body. I cannot 
separate the two. I’in afraid many psychiatrists 
forget the physical. 

I cannot charge these patients commensurate 
with the time they take. Unlike the psychi- 
atrist, I have a tremendous overhead to pay 
before I can even break even. 

Do not underestimate the general practi- 
tioner’s ability along these lines. 

Psychiatrists should be more human and a 
friend to their patients. They are afraid their 
patients will seduce them. 

I am less critical of psychiatrists than other 
specialists because they have more difficult 
patients to treat. 

Many times one of the family comes in to 
discuss the case. I should be able to help but 
the psychiatrist has been incommunicado ! Ours 
is a difficult position as the uninformed middle 
man. 

The psychiatrist often fails to check with me 
regarding the environment and goes on just 
what the patient tells him. I am familiar with 
the whole picture and background of the case. 

Stop acting aloof, allow yourselves to be 
seen and let’s get acquainted. 


SUMMARY 
1. Sixty percent of 416 general prac- 
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titioner respondents felt that their psy- 
chiatric training was reasonably adequate. 
A desire for more presentations and in- 
formal discussions of office-type cases was 
expressed. 

2. Generalists are in need of more in- 
struction in counseling techniques. 

3. Twenty-four percent of general prac- 
tice was considered to be primarily psy- 
chiatric in nature. The respondents es- 
timated that they could take care of 78% 
of their psychiatric patients themselves. The 
main complaint about psychiatric patients 
was that they take too much time and are 
often difficult to help. 

4. The main difficulties with referring 
patients to a psychiatrist were the expense 


to the patient (72%), resistance on the 
part of the patient (43%) and lack of 
available psychiatrists (32%). 

5. The main complaints of these general- 
ists about psychiatrists were their lack of 
availability and the inadequate nature of 
psychiatric reports to the referring doctor. 

6. That progress is being made was in- 
dicated by the fact that the younger general 
practitioners were better satisfied with their 
psychiatric training, and felt that they could 
and wished to take care of more of their 
psychiatric patients as compared to the 
older practitioners. Some suggestions are 
made for improving the help that the 
psychiatrist can give to the generalist in 
this important area of medical practice. 
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RESEARCH IN HUMAN SUBJECTS AND THE 
ARTIFICIAL TRAUMATIC NEUROSIS : 


WHERE DOES OUR RESPONSIBILITY LIE ?* 


BERNARD BRESSLER, M.D., ALBERT J. SILVERMAN, M.D., 
SANFORD I. COHEN, M.D., anv BARRY SHMAVONIAN, Pu.D.? 


The authors are engaged in a research 
project at Duke University* dealing with 
isolation and sensory deprivation which 
uses human subjects selected at random. 
These subjects evidenced no gross psycho- 
pathology. The experiment is, on the sur- 
face, a comparatively simple one. Without 
previous instruction the subject is placed in 
a small, soundproof, completely darkened 
chamber for a period of two hours, at 
the end of which he is interviewed in the 
chamber to obtain his immediate impres- 
sions and reactions. Following this, he is 
seen outside the chamber by another inter- 
viewer, who questions him further on the 
cues picked up in the initial interview 
(which is taped ). Then the subject fills out 
a comparatively simple written question- 
naire regarding his impression of the ex- 
periment. On the day following the ex- 
periment he meets with a third interviewer 
for evaluation of his memory of his reaction 
to the experiment and also, generally, to 
determine how he has handled the total 
experience. 

Reviewing our experience with one sub- 
ject, a seemingly well adjusted, bright 
young woman obtaining her Ph.D. in psy- 
chology, we were confronted with an im- 
portant problem which deserves consider- 
able discussion and sober thought. A brief 
description of her progress during and 
following the experiment will indicate the 
exact nature of our concern. 

It was quite apparent from the initial 
interview inside the chamber that the 
subject was experiencing a great deal of 
anxiety, and as she described it, 


1Read at the 115th annual meeting of The 
American Psychiatric Association, Philadelphia, Pa., 
Apr. 27-May 1, 1959. 

2 Psychophysiology Laboratory, Department of Psy- 
chiatry, Duke University Medical Center, Durham, 
N. C. 

3 Support from Contract #AF 49(638)-354 and 
NIMH Grant M 2061 for the work on which this 
paper is based is gratefully acknowledged. 
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“My heart is beating quite fast.” She described 
the feeling of “trying to get some kind of 
anchor ; some kind of bearing,” since all of 
her visual cues were gone. She reported periods 
of uneasiness, reassuring herself that she didn’t 
have claustrophobia, and a headache which 
lasted for a short time. It was readily apparent 
(as is typical for almost all subjects) that she 
had no idea of the time elapsed despite her 
intellectual realization that she hadn’t been in 
the chamber very long. When asked for a 
specific time estimate of her isolation she re- 
plied “Oh, hours.” Her initial appearance was 
that of a perplexed, frightened, uncomfortable 
and anxious person. Her thinking process was 
quite slowed, and there was a great change in 
her verbalization and general speech patterns. 
As the interviewer entered the chamber her 
first impression was that he looked much larger 
than his actual size, and it was at this moment 
that she began to feel anxiety. Also she pro- 
duced several bizarre fantasies: one about a 
submarine and another, derived from a science 
fiction story, about people locked in a room 
where they were slowly frozen to death. She 
required roughly an hour and a half to recover 
her normal intellectual functioning since, as 
she stated, “I was bewildered.” 

Following the isolation experience the sub- 
ject described her feelings as “being shaken 
up inside.” She said that she had a tremendous 
impulse to find someone she could trust and 
tell him “all about it.” On her arrival home she 
was very hungry, something quite unusual 
for her, since she rarely eats at night. She 
played a few records and fixed something to 
eat although “it wasn’t real hunger, just some- 
thing to do.” Finally, after great difficulty she 
went to sleep, awaking in the morning to find 
that the sheets had all been kicked away from 
the bed. 

In the interview the next day she further 
elaborated some of her isolation fantasies. For 
example, she had the thought that “Maybe 
there was only two or three hours’ worth of 
oxygen in the room.” She identified herself with 
sailors in a submarine, a submarine which was 
obviously in danger. She recalled skipping from 
one dangerous situation to another and stated 
that she had concentrated on such situations. 
One of the dangers was “that the experimenter 
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walked into the room, and an enemy closed 
the door behind him. Of course, there were no 
locks. He couldn’t get out, and the fellow froze 
to death.” At times she had some near paranoid 
ideas, i.e., thinking that the room was de- 
liberately overheated, that her headache was 
due to deliberate oxygen deprivation, etc. At 
one point she became very threatened and 
thought “Well, I'll play a trick on you. If I go 
to sleep, you'll get me out.” She said she had 
tried sleeping, and actually it was at this 
moment that the experiment was interrupted, 
and an interviewer entered. 

At first, “You know I couldn’t answer proper- 
ly. I had a feeling I had nothing to say. I felt 
slowed down. Then there was that tremendous 
thumping of my heart.” She said that at one 
point she reviewed her past and present life 
but had no thoughts about the future. Although 
she had a lot of love fantasies, she was unable 
to describe them to the interviewer who had 
teased her in the past. She thought about the 
opera “Aida,” in which Radames was put into 
a vault to die. Her reaction to the total isola- 
tion experiment was: “There was something 
fascinating about it. It’s not entertaining like 
going to a movie, but it’s something fascinating, 
it’s like having gone through the war. I'll never 
regret having gone through the war and having 
had my experiences despite the fact that they 
were pretty uncomfortable. There is something 
about it that just fascinates me.” 


Some time elapsed during which we 
had no further contact with the subject. 
However, it was subsequently decided to 
retest this subject (and others) in order 
to further evaluate the material under 
different circumstances. The experiment 
was repeated exactly as before, except that 
this time she was told in detail exactly 
what would happen. 

One of the most remarkable effects of 
this second isolation experience on the 
subject was : 


“I said to myself now I can really get my 
fantasies going. In other words I didn’t start 
thinking of the present as I did before ; this 
time I tended to wander more towards the 
past and towards the future, towards trying to 
solve problems. You know it seemed a lot 
longer this time, it was much harder for me to 
stay awake, and I was much less alert.” 

Later she indicated that she was sure she 
fell asleep, despite her intention to stay awake 
and watch her fantasies, and although she had 
taken a nap earlier to avoid being sleepy dur- 


ing the experiment. She also noticed a dif- 
ference in her thought processes. “Well, they 
were sort of level, then going up and down, 
up and down, like a slow wave. This is unlike 
before when there were lots of things which 
kept me alert.” Further, she essentially de- 
scribed a tremendous amount of passivity and 
massive denial, which she grudgingly admitted 
were related to “having to avoid something.” 
The subject indicated that she was quite sur- 
prised at her total reaction. 

Her previous experiences in the chamber 
had been so vivid that she assumed that by 
“letting herself go” they would be even more 
vivid, yet actually they weren’t. Another im- 
portant factor of the isolation experience was 
that many of her thoughts were directly con- 
cerned with or immediately related to her 
childhood, particularly of a period of summer 
vacation. At one time she referred to the 
underwater submarine scene which she de- 
scribed earlier ; note this was associated with 
a story she read at age 9 or 10 in which a 
heroic diver died after a very exciting episode. 

Throughout the second experiment the sub- 
ject experienced periods of boredom which 
puzzled her since they seemed to be complete- 
ly out of control. Usually associated with the 
boredom were feelings of wanting to get out 
and a return to some of her projective 
for example, “I thought that the boys were 
holding me in here longer than they did be- 
fore,” (despite the fact that she had been 
carefully reassured that she would remain in 
the chamber only two hours). 

She had many feelings of being in a danger- 
ous situation, despite the reassurance that she 
had been through this before and that “nothing 
had happened.” As this material was elaborated 
her ninth and tenth years of childhood became 
most important. During this time she had 
spent a vacation in the country, following 
which she had left her home in Europe to 
come to the United States. Associated with 
this move was much unhappiness since “I was 
perfectly happy. I mean I couldn’t see why 
... the fact that .. . my friends were doing 
this. They said the United States was a place 
where we could live much freer than we were, 
yet I felt perfectly free.” 


It is to be noted that this woman was 
in a period of transition ; she was leaving 
her present position, a very protective 
training program, to go on her own. This 
leaving was directly reminiscent by asso- 
ciation of leaving her homeland in child- 
hood. 
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One other interesting incident occurred dur- 
ing the second interview. At one time the 
subject suddenly felt as if the room were 
tilted and noticed that her head was tilted, 
too. Try as she might she could not right 
herself. Not until she forcefully “straightened” 
her head with her hands did the room resume 
its normal position. 

In the interview on the day following the 
experiment the subject greatly elaborated the 
material reported in the previous interview. 
She described her experience as “a kind of 
numbness. In a sense all of my feelings were 
sort of on even keel.” This is a secondary dis- 
tortion. Despite her massive denial, she did 
experience moments of anxiety. She said in 
reply to a question that it was “as if I weren't 
responding to anything.” This statement again 
exposes her attempted repression and—when 
this was unsuccessful—massive denial. 

She reported an interesting dream in which 
“people were bunched together, people from 
my high school days and people that I knew 
(in her home country) as a little girl, and the 
people I knew here . . . I was sort of sur- 
prised. I thought to myself what on earth are 
all these people doing here, I haven’t seen 
them for years.” 

The dream and her subsequent elaborations 
were associated to her memory of the vacation 
in the country before she came to the United 
States. Her feelings about the separation trau- 
ma were very much like her feelings about 
being separated from Duke. She said further 
about the experience in the chamber “I said 
I'd come back again. I didn’t enjoy the ex- 
perience but it was so weird ; it was fascinat- 
ing.” (We never explained her excessive use 
of the word “fascination.” ) 


Following this interview it was necessary 
to have another session because of a very 
peculiar symptom she developed. 


She seemed to have lost sense of direction and 
was confused whether to take a left or right 
turn as she was leaving a room. This symptom 
was clearly related to her tremendous inde- 
cision over “where to go,” i.e., the separation 
in the present was, in turn, related to the feel- 
ings of separation from her country as a child 
which had been stirred up by the isolation 
experiment. 


Another subject reported immediately 
following the experiment that he had di- 
rected his thinking during the period of 
isolation. He said that thinking of specific 
events made him more comfortable and 


that he found these thoughts reassuring 
since the darkness and silence were. dis- 
quieting. 


The subject, a medical student, mentioned that 
one of the things he had reviewed was an 
interview with a young patient the day before, 
and he implied that thinking of this kept his 
mind from other thoughts. The initial inter- 
viewer believed the subject to be more upset 
by the experience than he described, but there 
was no direct evidence thereof. Associations 
during the interview were only followed in 
terms of the immediate experimental situa- 
tion for fear that allowing the subject to asso- 
ciate to past events might either (a) enhance 
any disorganization which the subject already 
felt or (b) allow the subject to escape into 
the past and “forget” the present provocative 
events. Furthermore it had been decided that 
extensive exploration should not be attempted 
during the first interview if the subject ap- 
peared to be confused, disoriented or extreme- 
ly uncomfortable. When the subject was in- 
terviewed on the following day, he was 
considerably more comfortable although he still 
expressed much embarrassment and discom- 
fort in regard to the previous day’s experience. 
To reassure him the interviewer spoke of the 
many unusual thoughts subjects had during 
this experiment and pointed out that sometimes 
discussing these feelings and ideas allowed the 
subject to look at them realistically and feel 
more comfortable about them. At this point 
the subject remarked that not only had he 
been thinking about his young male patient, 
but that there were some sexual connotations. 
Furthermore, the previous interview conducted 
in the chamber just after the completion of 
the experiment was associated with sexual 
feelings he experienced in regard to the inter- 
viewer. He described feeling panic at this time 
and feeling panic at the previous thoughts 
about the patient but he had felt unable to 
report it. Certainly the experience acted as a 
traumatic event for this subject by bringing 
to the conscious level latent homosexual feel- 
ings and thoughts. 


There is some evidence that these feelings 
have remained conscious. For several days 
thereafter and indeed, until the present 
time, this subject is unable to look di- 
rectly at the interviewer and is apparently 
embarrassed when they chance to meet. 

A female subject requested release from 
the chamber, and when this was not done 
rapidly enough, she located the emergency 
door and walked out of the chamber a 
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half hour before the official termination 
of the experiment. 


In the interview which followed, the subject 
stated that she was beginning to feel restless, 
and described a certain amount of anxiety and 
fear although she did not consider the experi- 
ence overwhelming. All of the interviewers 
noted that the subject’s usual vivaciousness 
was replaced by an affective state which varied 
from flatness to irritability and petulance. She 
seemed extremely suspicious, exhibited poor 
judgment in the things she had expressed and 
the manner in which she expressed them. When 
she was first seen, she appeared quite con- 
fused and had the appearance of sleepwalking. 
This state lasted for several days, and a full 
month passed before she was her usual viva- 
cious self. 

During the interview on the following day 
the subject related that she had always been 
afraid of darkness and that this was particular- 
ly true for the past year since the death of her 
father ; she insists that each night one or two 
lights be left on in the house, because she 
and her mother “are alone and some prowler 
might enter the house.” She then described 
how she had attempted to resist this thought 
by thinking of pleasant things while she was 
in isolation. As the thought that someone might 
be “prowling on the outside” and that he 
might break into the chamber came closer to 
awareness, the subject’s anxiety and restlessness 
increased until she had to leave the chamber 
despite strong inhibitions based on her desire 
to help and to please the experimenters. 


DISCUSSION 


It seems reasonably clear that the proc- 
essing of these subjects in an experiment 
which was, on the surface, comparatively 
innocuous, acted as a traumatic event. This 
result is even more significant in view of 
the fact that the subjects were carefully 
chosen as individuals with “strong egos.” 
Although intelligence and education are 
not necessarily the attributes of a strong 
ego, these factors plus our knowledge of 
the subjects had made us reasonably secure 
in our evaluations of them. 

By definition the amount of psychic 
energy which one’s ego is unable to master 
within a reasonable span of time is desig- 
nated as a trauma; ordinarily there are 
protective barriers (i.e., the defenses) 
against the outcropping of such stimuli, 
i.e., id impulses. It is also known that there 


are numerous instances in which the abil- 
ity of the defenses erected by the ego to 
maintain usual or normal functioning is 
diminished. We believe this to be particu- 
larly true in the sensory deprivation ex- 
periment we have conducted in which we 
have introduced a temporary abrogation of 
usual ego functioning. In other words we 
deliberately (or artificially) deprive the 
ego of many of the usual activities and 
resources which help to keep its defenses 
intact. In our experiment the paralysis of 
voluntary motion and withdrawal of many 
of the usual sensory stimuli which guide 
the ego produce a strange, potentially dan- 
gerous situation for the ego. Under these 
circumstances, if the protective defense 
barriers break down, the ego loses its 
ability to react with purposeful reactions, 
and anxiety, in one form or another, will 
appear. Although the ego opposes the 
emergence of an id impulse that is equated 
with some dangerous situation by produc- 
ing anxiety, it is equally possible, as indi- 
cated above, that the ego, unaware, is 
helpless or temporarily overwhelmed in 
the face of some conflict and this, in turn, 
produces anxiety. Thus we believe that the 
artificial abrogation of ego functioning 
markedly weakens the ability of the ego 
to utilize countercathexis so that repressed 
and conflictual material tend to emerge into 
consciousness. This is particularly true for 
those conflicts which might otherwise be 
handled slowly or more realistically but 
which can no longer be put off by a 
paralyzed and weakened ego. 
Subsequently it is our feeling that the 
experiment produced a temporary artificial 
traumatic neurosis. Although the problems 
indicated were naturally latent, we believe 
they would not have emerged with the 
same intensity in ordinary circumstances. 
In view of our experiences, and since it 
is clear that the trend in psychiatric re- 
search is toward the utilization of human 
beings as experimental subjects, we must 
ask : 1. What is our responsibility, irrespec- 
tive of the terms—moral, legal, medical, etc. 
—used, towards the subjects ? 2. How can 
we best protect subjects from traumatic re- 
actions to an experiment ? It is to be noted 
that our subjects underwent a relatively 
mild experience (or so it seemed) while 
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more “dangerous” situations can certainly 
be conceived. 3. What should be the cri- 
teria for the selection of subjects ? Can we 
avoid those subjects who are “sick,” or 
are they an intergral part of our research ? 

It is our belief that, regardless of our 
research motivations, we have a responsi- 
bility to these persons as doctors, as thera- 
pists and as fellow human beings and must, 
in the future, make some provision for 
helping them with the inevitable traumatic 
reaction to experiments. 

This attitude leads to the question of 
safeguards during research. Should re- 
search grants be extended to include the 
followup care of subjects in terms of time 
and money? Would followup care then 
be considered an essential part of research, 
or would it broaden the scope of research 
over and beyond its original purpose ? The 
problem is immeasurably complicated 


when certain kinds of research (which 
conceivably could be traumatic) are under- 
taken by investigators who are not therapy 
oriented. Ideally, then, provisions must be 
made to include therapy-oriented person- 


nel who may not be directly involved in 
the experiment in the research grant. 

A further important complication occurs 
when research is done on a patient in 
therapy. It is extremely difficult to evalu- 
ate the effect of concomitant research on 
therapy ; most dynamically-oriented psy- 
chotherapists, especially analysts, emphat- 
ically state that the introduction of a new 
artificial parameter not only adds to general 
resistances, on the part of the patient but 
can also serve as “a flight away from 
therapy.” For this reason analysts were 
very reluctant for many years to allow 
psychophysiological studies to be made 
on patients in analysis. 


CONCLUSION 

In conclusion it seems that if we are to 
continue doing research in clinical psychi- 
atry on human subjects, we do have a 
responsibility to the subjects, to somehow 
protect them against the possible trau- 
matic effects of an experiment. How this 
might best be done should not long remain 
an unanswered question. 
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Undertaking the psychotherapy of ad- 
olescents always involves opportunities, 
hazards and challenges unique to this 
period of development. It requires methods 
which often differ materially from those 
used with adults or children, and which 
may stand in contrast to more usual con- 
cepts of treatment. 

This paper and previous reports(4, 5, 
6) represent some 10 years’ experience with 
more than 300 patients between the ages of 
13 and 18. During the past 2% years, they 
have been treated on either the adult wards 
or on the 25-bed adolescent ward of the 
Neuropsychiatric Institute. Prior to this, 
all adolescent patients were treated on one 
of the adult units. The patients could be 
classified among all the major official 
diagnostic categories. 

This report is concerned only with the 
inpatient psychotherapy of youngsters 
whose severe personal and family path- 
ology required their separation from home 
for a period of hospitalization. As there 
are no very well-established treatment 
procedures in this field, the many dramatic 
adventures and mis-adventures provided 
by patients of this age have led us to the 
formulation of some tentative treatment 
principles. 


INITIATION OF TREATMENT—ADMISSION PROB- 
LEMS 


Prior to the first outpatient contact, 
which marks the beginning of hospital 
treatment, these youngsters have usually 
found their entire world disrupted by the 
disintegrating influences of adolescence, by 
the inroads of illness on mental function- 
ing, and by unsatisfactory family relation- 
ships. 

Admission to a hospital poses further 
threats by removing the support gained 
from familiar, if manifestly intolerable 
home situations. For these and other rea- 


1 Read at the 115th annual meeting of The Ameri- 
can Psychiatric Association, Philadelphia, Pa. Apr. 
27-May 1, 1959. 

2 Neuropsychiatric Institute, Ann Arbor, Mich. 


PSYCHOTHERAPY OF THE HOSPITALIZED ADOLESCENT ' 


WILLARD J. HENDRICKSON, M.D., DONALD J. HOLMES, M.D., anv 
RAYMOND W. WAGGONER, M.D., Sc.D.? 


sons, psychiatric hospitalization is associ- 
ated with more exaggerated fears for 
adolescents than for any other group of 
patients. This fear and its concomitant 
resistance is, in fact, so usual that we have 
come to regard the presence of an accepting 
and cooperative attitude towards hospital- 
ization as an ominous sign. 

Parents are often even more frightened 
than their teen-age child by the prospect 
of his admission. Not only is adolescence 
a period of emotional upheaval for the 
youngster, but also a period in which any 
neurotic or psychotic potential in his par- 
ents is maximized as well. 

All adults find it hard to react realis- 
tically with these attractive, threatening, 
manipulative, anxiety-provoking youngsters. 
For the parents this may be quite im- 
possible. At first parental anxiety over 
threatening symptomatology in the patient 
will often offset their anxiety over having 
the child hospitalized. At this time parents 
may be able to nominally “accept” (usually 
with private reservations, and often even 
with secret “deals” with the patient) the 
initial advice for admission. Maintaining 
the decision for the many months that 
hospitalization usually requires is quite 
another matter. 

Time and again we have observed 
sharply rising parental anxiety as the pa- 
tient improves and abandons the stereo- 
typed modes of behavior for which the 
parents have a need. In many instances, 
treatment has been sabotaged after a prom- 
ising beginning by parents removing the 
patient prematurely from the hospital. 

As a result, we are more and more fre- 
quently requiring in selected cases that 
parents petition the juvenile court to as- 
sume temporary custody over the child 
as a condition of treatment. This supportive 
use of court authority to supplement inten- 
sive case-work treatment of parents may 
serve to deter, but does not necessarily 
prevent the parents from signing a child 
out against medical advice on a neurotically 
determined impulse. This procedure can 
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actually reassure the parents, as well as the 
patient. The patient may feel more secure 
in his hospitalization, being relieved of the 
temptation to test his parents’ reliability by 
pressuring them to remove him. 

Although such active medical interven- 
tion obviously carries many risks and dis- 
advantages, our own experience has led to 
the conclusion that any less vigorous ap- 
proach may be utterly inadequate to the 
task at hand. From the very first the doctor 
must “take charge,” demonstrating his will- 
ingness to invest unlimited time, energy, 
skill and medical authority to establish the 
necessary treatment program. . 


SETTING-METHODS OF THERAPY 


The overall hospital environment, with 
its demanding school and activity programs, 
realistic social standards, and methods of 
dealing therapeutically with antisocial be- 
havior, have been described in earlier 
papers(4, 5, 6). 

In this setting, psychotherapy is con- 
ducted with infinite flexibility regarding 
frequency, duration, circumstances and 
methods of interviewing. A treatment plan 
is not based on formal diagnostic pre- 
conceptions, or the therapist’s favorite 
theoretical orientation, but rather on the 
doctor’s best estimate of the patient’s ego 
resources and deficits at that time, and, of 
course, on reality circumstances. 

The average adolescent is too busy 
“growing up” to waste energy on many of 
the therapeutic systems we find most inter- 
esting. He cannot afford any elective treat- 
ment of symptoms or conflicts. The princi- 
pal subject matter of treatment is not so 
much psychopathology as “adolescence,” 
with its need for therapeutic promotion of 
maturation in critical ego capacities. 

Psychotherapy proceeds through resolu- 
tion of emotional crises occurring principally 
between the patient and his doctor, and 
also between the patient, his family, other 
staff adults and fellow patients. Therapy 
concerns itself with “real things’—school, 
problems of the day, behavioral difficulties. 
All these are regularly discussed as the 
doctor regards every significant daily ex- 
perience as a part of psychotherapy. In- 
terpretive work with emotionally important 
experiences of the past is done only in 


relation to these current, concrete essential 
activities. 


THE RELATIONSHIP IN PSYCHOTHERAPY 


The psychology of the adolescent and his 
treatment can best be understood in terms 
of the adolescent-adult relationship, the 
only framework in which we can study 
him directly. Although we may be aware of 
the adolescent’s continuing hunger for in- 
fantile satisfactions, he cannot acknowledge 
it openly. This partially accounts for his 
need to be devious and manipulative in 
his relationships, particularly with adults. 
He must maneuver us into supplying his 
wants without making their exact nature 
public. The behavioral consequences of this 
are so very characteristic of the adolescent. 
They are reflected in his over-determined 
strivings for “emancipation,” his ambiva- 
lently belligerent reaction to adults, his 
inordinate intolerance to any special con- 
cessions, or direct expressions of affection 
or proffered “help,” and his highly strategic, 
disarming use of words and ideas in com- 
municating with others. 

In dealing with the necessarily strenuous 
treatment relationship, it is important to 
recognize that the doctor’s most reliable 
ally is the patient himself. Beneath the 
smoke and noise lie the youngster’s un- 
conscious ego-ideals, his wish to like, 
respect and trust others and to receive 
the same from them, his adaptive ego 
mechanisms, and the vitally important pro- 
mise of progressive biological maturation. 

It appears that the best way to “build 
a relationship” with an adolescent is to 
avoid scrupulously any self-conscious effort 
to do so. That the therapist must frequently 
act as a frustrating, depriving discipli- 
narian always excites concern that such 
action will prevent the growth of a thera- 
peutic relationship. It is often assumed that 
a patient’s reactive anger to frustration is 
equivalent to hatred. Therefore, unpleasant 
but necessary intervention in the life of 
the patient is commonly undertaken by the 
therapist with considerable anxiety, and is 
often regarded as an unfortunate contami- 
nant of the treatment relationship. Actually 
the disturbed adolescent can initially find 
great comfort in regarding his therapist as 
an unreasonable tyrant. 
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The doctor, in neutralizing or remedying 
external problems which the patient has 
found too big to handle, and in acting 
without apology, threat or reluctance to 
assist his patient in any way necessary with 
the task of managing his own instincts, 
actually facilitates the kind of relationship 
which is prerequisite to any effective psy- 
chotherapy. 

Insistence upon assuming any valid 
responsibilities in conducting a patient’s 
treatment is one quality of the therapist's 
attitude which seems to be recognized 
regularly and deeply appreciated by the 
patient through the stormy vicissitudes of 
therapy. The patient who enjoys this kind 
of relationship with his therapist can usual- 
ly successfully weather our inevitable errors 
of judgment, clumsy and inaccurate inter- 
pretations, and his own periods of sympto- 
matic exacerbation. 


PROBLEMS IN COMMUNICATION 


The problem of communication may also 
best be approached through attempting 
an understanding of the inherently troubled 
relationship between the adolescent patient 
and the adult therapist. 

We have recognized that the adolescent 
is in a terrible dilemma. He at times may 
feel a more intense need to depend upon 
adults than does a small child, but unlike 
the latter he cannot afford open acknowl- 
edgment of this need. He is compelled to 
garner surreptitiously cues which will in- 
dicate our attitudes toward him and our 
ability to perceive and supply what he 
needs. 

So, although we meet with the patient 
for the nominal purpose of exchanging 
ideas through words, it is seldom that we 
hear a direct verbal expression from an 
adolescent in which the important feelings 
involved correspond to the litera] content 
of his statement. 

The importance of mannerisms, bodily 
attitudes, facial expressions, inflections, 
intonations, “acting-out” behavior, and 
other informative activity can hardly be 
overemphasized. That adolescents seeming- 
ly “talk” most directly via behavioral clues 
is well known. Learning to “read” behavior 
of the patient is a challenging task, but not 
nearly so difficult as developing appropriate 


curiosity about meanings concealed behind 
fascinating verbal content, which in spite 
of ourselves we tend to take literally. 

The adolescent’s militant use of logical 
argumentation, though partly an effort to 
assert himself as a power to be reckoned 
with, frequently seems to serve another 
purpose in his recurring struggle to come to 
terms with adults. When important per- 
sonal issues are in the foreground he can 
plead his case with formidable logic which 
even an intelligent adult, who has first been 
set off balance by the emotional intensity 
of the presentation, can find very difficult 
to assail. Even so, when the therapist is 
successful in sweeping aside all of the 
rhetoric with a simple, direct reference to 
the central issue, he may be amazed to 
find that his thundering antagonist is oddly 
reassured, agreeable, and comfortably com- 
pliant. 

In such instances it very often seems that 
ne is far more interested in ascertaining his 
therapist’s perceptiveness and capacity for 
honest expression than he is in winning a 
battle. An adult can be misled with aston- 
ishing ease by such verbal sleight-of-hand. 
When this occurs he is reduced to defend- 
ing his own position with the same arbi- 
trary, oblique sophistries which the adoles- 
cent wields with consummate skill. In do- 
ing this the adult loses a measure of self- 
esteem, will be inclined to react with de- 
fensive anger or avoidance, and has lost 
control of the treatment. In the light of such 
considerations, we find ourselves constantly 
pre-occupied with the “hidden agenda” 
seeking to penetrate the camouflage of our 
patient’s logic, his emotional smoke screen, 
in an effort to (a) understand the essential 
communication and (b) matter of factly 
translate this into an idea he can under- 
stand without his feeling condemned or 
belittled. 

The disturbed adolescent not only ex- 
pects this degree of perceptiveness and 
directness in our approach to him, but he 
demands it. His uncanny sensitivity to our 
over-investment in words and ideas pro- 
vides him with a potent defensive weapon. 
In his own exaggerated anxiety about treat- 
ment, he is ready to capitalize, for a time, 
on the therapist’s often comparable anxiety 
level to seek a comfortable sanctuary in 
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intellectual discussion of his inner conflicts. 
This may lead to a kind of ritual treatment 
with its apparently rich psychological con- 
tent and logical interpretations leading to 
new “insights.” Unlike many adult patients, 
the adolescent usually will not permit us 
to go on interminably with such intellec- 
tually interesting but emotionally irrelevant 
verbal exchanges. Eventually his frustration 
and disappointment will become manifest 
in one way or another. His reactions usually 
either disrupt treatment or compel a more 
effective approach to it. 


PROBLEMS OF INTERPRETATION 


Concerning intensive, individual psycho- 
therapy with adolescents, a few generali- 
zations may be made. 

Self-consciously analytical verbal inter- 
pretations, even though quite accurate and 
within the patient’s conceptual reach, are 
subject to a variety of misapplications by 
him. He may correctly diagnose this ap- 
proach as a reflection of our exaggerated 
interest in the treatment process itself, and 
capitalize upon this in the interest of resist- 
ance or secondary gains. Interpretations 
of defense mechanisms are ordinarily best 
directed at demonstrating that maladaptive 
symptoms, or behavior, exist. They do not 
aim at encouraging the patient to a full 
revelation of the unconscious conflict 
against which the defenses have been 
raised, but at encouraging more effective 
modes of handling the anxiety resulting 
from abandonment of old defenses. The 
adolescent probably has something close 
to a child’s potential for invoking new ways 
of handling old problems. Great ingenuity 
is required of the therapist in helping the 
patient to realize this potential. 

Even when the content of an interpre- 
tation is truly understood by the patient, it 
is still usually ineffective in modifying his 
adjustment. The rebellious, acting-out 
adolescent may fully agree with our inter- 
pretation of his behavior, but it is only 
when we are successful in reinforcing the 
words by curbing the behavioral expression 
itself that he is able to appreciate these 
words as referring to immediate, proven 
reality. Eissler has observed(2) that while 
the delinquent is capable of abstraction, 
only the concrete has emotional meaning 


for him. Our experience has shown this 
to be equally true of all disturbed adoles- 
cents and that furthermore it points up an 
essential principle in their treatment. 

A source of effective non-verbal inter- 
pretation is in the central attitudes of all 
staff members toward the patient. He enters 
treatment with a powerful compulsion to 
maintain his neurotic equilibrium through 
established patterned responses, and with- 
out adequate regard for altered external 
conditions. In this socially organized 
setting (as opposed to an artificially permis- 
sive, self-consciously therapeutic atmos- 
phere) he encounters a substantial resist- 
ance to his acting-out in accordance with 
his existing, neurotic conception of reality. 

Here, the delinquent boy with swagger, 
D.A. haircut and long side-burns gets an 
entirely different reaction than he has been 
accustomed to having. As the defensive 
worth of his actions is undermined, he ex- 
periences disappointment and anxiety, and 
is forced to recognize a disparity between 
his own fantasies about the meaning of his 
behavior and the emphatically expressed 
attitude of a new group of adults. In this 
sense, the milieu is interpretive. Its specific 
functions in this regard must be actively 
maintained by the psychotherapist’s con- 
stant work with the staff. 

It should be emphasized that the success 
of this kind of interpretation is critically 
dependent upon the patient’s ability to 
regard the staff, and particularly his own 
doctor, as extremely reliable, consistent and 
straightforward. We have come to feel 
that in this work, we must try to approach 
the patient with a degree of honesty which 
ideally excludes even the conventional de- 
ceits and duplicities of ordinary adult 
society. 

Very frequently some elliptical, essential- 
ly non-verbal communication will be more 
effective in bringing the patient to one of 
those painfully real understandings of him- 
self than will careful intellectual dissection. 
Some things are best left implicit, mutually 
understood by therapist and patient. 

It often becomes quite important to get 
at the roots of some extremely disturbing 
problem at a time when the patient is 
unable to participate in a reasonable dis- 
cussion, and circumstances—as for example, 
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bouts of uncontrolled behavior—will not 
permit temporizing. At such times, the 
therapist may make a number of intelligent 
“guesses” about the origins of the acute 
problem, and present these to the patient 
as such. He offers tentative interpretations 
about possible meanings and awaits re- 
sponses which will point the way to further 
and increasingly fruitful “speculations.” 

We frequently talk with the patient about 
some of the ideas or strivings which are 
ordinarily unconscious with most adults, 
but not with the intention of helping him 
to recover and resolve infantile conflict. 
Rather, after recognizing that his guarded- 
ness results from feelings of guilt and shame 
over a conscious preoccupation, we refer to 
it openly only for the purpose of demon- 
strating to the patient that we are not 
frightened, horrified or accusatory, as he 
had anticipated. 

The adolescent will obviously experience 
important transference distortious in the 
therapeutic relationship. At the s2me time 
he is necessarily entertaining a number of 
very realistic expectations from the thera- 
pist-as-an-adult, who is furthermore a most 
important parent-like figure in the patient’s 
current life. 

It therefore becomes imperative that 
when the patient is expressing a particular 
need in relationship to his doctor, such as 
a feeling of helplessness, or the inability to 
make a particular decision, that the doctor 
judge correctly the degree to which this 
represents a transference distortion per- 
sisting from early childhood situations, and 
the degree to which it may reflect the pa- 
tient’s realistic appraisal of his own cur- 
rent incapacity. 

Generally, that which is transference is 
dealt with appropriately as such, often 
with limited interpretations designed to 
point up anachronistic distortions of reality. 
On the other hand, those needs of the pa- 
tient which belong naturally to this age and 
situation and state of ego functioning must 
be fulfilled by the therapist, either directly 
or indirectly. 

SUMMARY AND CONCLUSION 

Experience in psychotherapy with over 
300 hospitalized adolescents is described by 
brief reference to several important aspects 
of treatment. 


The patient’s admission to the hospital is 
regarded as a critical phase in treatment. 
Here the doctor first accepts that high 
level of responsibility for the patient's wel- 
fare which must be maintained around-the- 
clock during hospitalization, and generally 
continued long after discharge. This is 
usually required to assure the patient of 
continued treatment despite powerful op- 
posing forces from within himself, his fam- 
ily and sometimes others. By taking care of 
his patient’s realistic needs, without expec- 
tation of immediate personal reward, the 
therapist incidentally lays the groundwork 
for the gradual development of a relation- 
ship which is in itself therapeutic and which 
later actually supports verbal psychother- 
apy in the more conventional sense of the 
word. The therapist not only may, but must 
personally exercise needed authority over 
the patient. He is constantly supported in 
this by the supervisor of psychotherapy, 
who is necessarily also the ward adminis- 
trator. 

The therapeutic hospital milieu was care- 
fully developed with the understanding that 
the ego continues to shape itself against the 
demands of reality, and that the creation 
of an artificial freedom from reality is 
justified only in so far as the patient is 
genuinely unable to respond to realistic 
demands with personal benefit. It is recog- 
nized that there are levels and kinds of 
responsibility. Whatever a therapist expects 
his patient to contribute to his own treat- 
ment, by coping with unmodified realities, 
must be determined by the doctor’s own 
best estimate of his patient’s abilities. 

Treatment of the adolescent is a highly 
interpersonal process. Attention to the 
qualities and vicissitudes of adolescent- 
adult relationships is seen as the best means 
of understanding the processes of psycho- 
therapy with patients in this age range. 
This is probably also the most useful 
framework in which to study the psychol- 
ogy of adolescence generally, as we rarely 
have an opportunity to observe them direct- 
ly except in relationship to ourselves. We 
never see them in the kind of theoretical 
vacuum which is so often assumed in text- 
book discussions of them. 

In treatment, primary importance is at- 
tached to any efforts which foster the 
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normal maturational processes of adoles- 
cence. Psychotherapy, though derived from 
psychoanalytic psychology, emphasizes 
measures which favor ego-synthesis without 
extensive analysis of infantile conflicts. 

Some of the universal sources of tension 
between the adolescent and the adult are 
mentioned with particular regard to result- 
ant distortions in communication. The 
recognition of essential verbal and non- 
verbal communications is discussed as a 
prerequisite to successful treatment. There 
are many complex countertransference 
problems which are characteristic of ther- 
apy of adolescents, and which ultimately 
will require detailed study. 

Finally, it is proposed that adolescents, 
for a variety of reasons peculiar to their 
age, tend to compel effective treatment. 
They appear to be much less tolerant of 
ritualized treatment than adults, and be- 
cause of their physical size and the strength 
of their drives, they can convey the magni- 
tude and urgency of their intolerance much 
more impressively than the child. 
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THE RELATIONSHIP OF SCHOOL PHOBIA 
TO CHILDHOOD DEPRESSION 


STEWART AGRAS, M.B., 


During the last few years a fairly con- 
sistent psychodynamic pattern accounting 
for the genesis and development of school 
phobia and more or less applicable to the 
individual case has been outlined and 
detailed by various workers on the North 
American continent. This paper is con- 
cerned with a neglected aspect, namely 
the importance and frequent occurrence 
of depressive anxieties in both the affected 
child and one or both of the parents, an 
affective disorder which appears to lie 
behind the presenting symptoms. In re- 
viewing the literature on school phobia 
only one reference to the frequent occur- 
rence of depression in these cases was 
found, in a paper on manic-depressive dis- 
orders in childhood by J. D. Campbell(1) 
who points out that a great many children 
who develop school phobia are really suf- 
fering from what he terms an endogenous 
depression. 


REVIEW OF THE LITERATURE 


Johnson and her co-workers(5, 6), the 
first to describe the psychodynamic de- 
velopment of school phobia, pointed vut 
that the basic problem in the child is 
separation anxiety which may be mani- 
fested as an inability to go to school, or 
as homesickness, or refusal to visit relatives. 
The relationship between mother and child 
is described as one of unresolved de- 
pendency, characterized by mutual hostility 
and dating back to the earliest years of 
childhood. The outbreak of school phobia 
depends upon some type of marital stress 
such as infidelity on the part of the hus- 
band, financial threat, or severe sickness 
together with a simultaneous threat to the 
child’s security such as an illness, accident, 
or a disturbing change at school. It is postu- 
lated that these happenings cause an in- 
crease in the child’s dependency needs 
which are exploited by the mother in a 


1 From the Department of Psychiatry, The Montreal 
Children’s Hospital ; under the supervision of Taylor 
Statten, M.D., Associate Professor of Psychiatry, Mc- 
Gill University ; Director of Child Psychiatric Service, 
The Montreal! Children’s Hospital, Montreal, Que. 


vicarious way. In this regressive type of 
relationship the child’s hostility towards its 
mother is aroused and becomes displaced 
onto the teacher or some other part of the 
school situation, leading to phobic avoid- 
ance of school, and refusal to separate from 
mother lest any harm befall her. 

A group of 53 cases seen at the Judge 
Baker Guidance Centre largely confirms 
this psychodynamic outline(2, 12). The 
workers there divide the syndrome into two 
sub-types, those presenting before ado- 
lescence who tend to conform to the 
dynamic pattern described above, and 
termed neurotic type, and those who pre- 
sent at an older age whose symptom it is 
felt is but an aspect of a more widespread 
and insidious disturbance, termed the char- 
acterological type. The families are de- 
scribed as being “caught in an oppressive 
vortex of illness, death and disaster .. . 
dominated by powerful grandparents and 
aunts.” They feel that the mothers manifest 
a strong primary affection for the child but 
have deep fears about their competence as 
mothers, as a result of which they develop 
an over-protective attitude towards the 
child thus promoting a dependent clinging 
attitude from the child who also makes 
excessive demands on her. This leads to a 
vicious circle of repressed hostility, and is 
the basic relationship leading to separation 
anxiety. This type of relationship is shown 
to be a repetition of the mother’s relation- 
ship with her own mother. 

Other authors lay stress upon the sexual 
problems of these children, upon their 
castration anxiety and masturbation guilt 
(7, 10). The transmission of anxiety from 
parent to child is studied in detail by 
Eisenberg(3, 4). Many of these authors 
describe isolated cases in which the parents 
are depressed, but little emphasis is placed 
upon this finding(2, 11, 6). 


OBSERVATIONS ON SEVEN CASES OF SCHOOL 


PHOBIA 


Seven cases of school phobia presenting 
at the medical outdoor department of The 
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Montreal Children’s Hospital have been 
studied in detail, with investigation of the 
psychopathology of the family members. 
The criterion for selection of the cases 
studied was that the child expressed fear 
of school or some part of the school situ- 
ation or showed inability to go to school. 
The series comprised 3 girls aged 12, 9, 
and 6 years, and 4 boys aged 9%, 9, 8, and 
6 years. 

The symptoms shown by the children 
may be divided into: 1. Openly expressed 
fear of going to school; 2. Depressive or 
manic symptoms ; 3. Somatic complaints ; 
4. Other fears and paranoid features. All 
showed fear of going to school, mainly a 
diffuse type of fear involving all aspects of 
school although in one case the fear was 
at first limited to a particular child who 
had threatened to “get the patient” some 6 
months before the occurrence of the phobia. 
Depressive symptoms were shown by 6 of 
the 7 children. The most common, occur- 
ring in 6 cases was frequent outbursts of 
weeping coming on for no apparent reason, 
in a previously happy child, together with 
a great deal of unhappy miserable whining 
behaviour. Three manifested both fear of 
dying and the wish to die, and one made 
several suicidal gestures. The remaining 
case showed little evidence of depression 
except when talking about his father who 
had deserted the family, but instead was 
markedly overcheerful in an inappropriate 
manner, his mother describing several at- 
tacks of hyperactive behaviour in which he 
tore things up, smashed furniture, and be- 
came incoherent, necessitating intramus- 
cular sedation to stop him. These attacks 
appear to be of the hypomanic variety. 
Somatic symptoms were described in 5 
cases, consisting of stomach cramps occur- 
ring before going to school during the 
weekdays and not at weekends, as well as 
nausea, vomiting, and headaches. Other 
fears noted were “fear of the dark,” “fear of 
things under the bed,” “fear of ghosts,” oc- 
curring in 3 of the cases, merging rather in- 
distinctly, since most of these fears were of 
being attacked, into more paranoid ideas 
of being kidnapped or having their food 
poisoned, which occurred in 2 cases. 

It is suggested that these children show 
a syndrome comprising depressive anxiety, 


mania, somatic complaints, phobia, and 
paranoid ideation, similar to Statten’s(9) 
descriptions of cases of homesickness and 
Campbell’s(1) descriptions of milder cases 
of affective disorders in childhood. This 
syndrome is close phenomenologically to 
the depressive disorders of adults. 

Considering the psychopathology of the 
parents, it was found that 6 of the 7 mothers 
showed signs of overt depression at the 
time of initial consultation, and continued 
to show these signs for many weeks. There 
was, however, a marked tendency to deny 
these feelings of sadness ; in one instance, 
for example, the mother came to each inter- 
view with tear-filled eyes and a depressive 
facies, but maintained that “she felt just 
fine.” In 3 of these mothers the depression 
had definitely antedated the child’s phobia, 
from a few days to several months, while 
in the others the child’s symptoms had 
occurred before the onset of mother’s de- 
pression. The most common complaints, 
usually made in response to the question 
“how do you feel” and made by 5 of these 
women, were anxiety, feelings of sadness 
or depression, weeping spells, and various 
somatic complaints. In several cases the 
complaints, apart from the fear of school, 
mirrored the complaints of their children, 
yet only 2 mothers had sought psychiatric 
helv for themselves before bringing the 
child for treatment. Five had suffered from 
more than one depressive episode, and 3 
had been depressed following the birth of 
the affected child, depressions which ap- 
peared to be reactive to some domestic 
event. In the case of the one mother who 
was not depressed at the first visit to 
hospital it was discovered that she had 
suffered a depressive episode lasting several 
months, a few years previously, and that 
her husband was being treated for a work 
phobia, depression, and cancer phobia, 
again almost the exact symptoms which the 
child manifested. 

Of the fathers in this series, 3 were sub- 
ject to bouts of alcoholism clearly asso- 
ciated with the onset of depressive feelings, 
most typically feelings of being worthless 
and inadequate, together with clear cut 
depressive affect. One had been hospi- 
talized on several occasions for psychotic 
depressive episodes. Three others appeared 
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passive, ineffectual individuals who were 
poor providers for their families, while the 
seventh had deserted the family and was 
not seen for evaluation. 


THE DEPRESSIVE CONSTELLATION 


From the above observations and from 
observations made while conducting family 
interviews there emerges a pattern of family 
interaction which might be called the de- 
pressive constellation. The main features of 
this constellation are a tendency towards 
depression in the mother with similar pa- 
thology in the child and some pathology or 
circumstance in the father preventing him 
from fulfilling the paternal role in an ade- 
quate way. This may be depression or some 
characterological weakness with tendencies 
towards passivity or occasionally merely the 
lack of ability to provide enough material 
support for the family. When any stress 
occurs either from within the family or 
from outside the brunt tends to fall upon 
the mother due to the incapacities of her 
husband. At this time there is reactivation 
of her depressive anxieties. A specific re- 
action now occurs, a reaction which has 
often recurred at intervals from the earliest 
days of the particular child ; she tends to 
develop a close relationship with him, the 
characteristic feature of which is her tend- 
ency towards babying or regression of the 
child. It is at this point that most commonly 
the depressive anxieties of the child are 
aroused. The situation may of course occur 
in reverse ; the child may be the first mem- 
ber of the family to become depressed, 
again stimulating the regressive relationship 
and eventually stimulating depression in 
his mother. Less commonly either of these 
sequences may involve the father or some 
other family member such as grandmother 
with the same outcome. Gross examples of 
the regressive relationship were encoun- 
tered in this series of cases, thus one girl 
had received her nightly bottle until she 
was 6 years old ; another boy of 8 years was 
still wiped by his mother after going to 
the toilet. In addition many more subtly 
expressed examples were discovered. 

A characteristic of these parents is their 
inability to tolerate and resolve depressive 
feelings and their tendency to avoid and 
minimize these and other painful affects or 


painful reality experienced either by them- 
selves or by other members of their family. 
When one of their children is faced with 
some painful feeling or aspect of reality, 
they shield him from it by means of denial 
and evasion thus preventing him from 
learning how to cope with such circum- 
stances. An instance of this is the many 
manoeuvres that these mothers make to 
keep their children out of school, usually 
unconscious manoeuvres, in spite of thera- 
peutic efforts to the contrary, which have 
been detailed by practically every author on 
school phobia. Another occurrence in the 
parent-child relationship is the transmission, 
often by casual comment associated with 
massive feeling tone, of depressive rumina- 
tion from parent to child. Thus the com- 
ments of one depressed grandmother who 
was afraid to leave the house, about the 
number of kidnappers about, was built and 
elaborated by one child into fantasies about 
the dangers of the world ; he would watch 
carefully in case he was being followed 
and so on. In this way the child’s sense of 
reality is again damaged, for his own fan- 
tasies are confirmed by those of his parents. 
These aspects of the parent-child relation- 
ship, namely the regressive relationship, 
the mutual avoidance of painful feeling 
and reality, and the transmission of depres- 
sive ruminations appear in certain cases 
to have quite serious consequences for the 
psychic maturation of the child. In particu- 
lar, reality testing is damaged and it is 
postulated that a greater liability to use 
projective mechanisms, thus developing 
paranoid states, may occur in later years. 


DISCUSSION 


Thus far it has been demonstrated that 
the school phobic child and one or both 
of his parents exhibit a great many features 
of the psychopathology of depression. It 
has also been suggested that the central 
problem in these individuals is their in- 
capacity to tolerate and resolve depressive 
feelings, with a resultant return to the use 
of projective mechanisms leading to para- 
noid ideation, the development of manic 
symptoms, or of psychosomatic disorders, 
and the liability to recurrent depressive 
episodes. Furthermore there is a recog- 
nisable family situation which has been 
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called the depressive constellation which 
probably occurs in many other situations 
than that of school phobia. 

It has been indicated by many workers 
on school phobia that the various patho- 
logical patterns of behaviour described can 
be seen in generation after generation. 
Talbot writes of the “inbred family con- 
stellation”(11) pointing out how frequently 
these families live in close contact with 
their own parents and how various prob- 
lems are seen in grandmother, mother and 
child. Since it has been demonstrated that 
the psychopathology of the parents is de- 
pressive, it would be reasonable to suppose 
that the involved children will continue to 
exhibit the same pathology in their adult 
lives. It is very possible that there are 
constitutional factors involved, since it has 
been shown that there is a constitutional 
factor in depressive disorders, a predis- 
position which may be awakened by the 
family disorder described, producing the 
depressed infant, child, adolescent, or adult. 

A number of hypotheses may now be 
stated : 

l. That the basis of school phobia is 
depressive anxiety. 

2. That there is a typical recognisable 
family constellation in this disorder which 
is common to many of the depressive dis- 
orders of childhood. (At present many of 
these disorders are not recognised as de- 
pressive in nature). 

3. That this syndrome is part of the 
natural history of the depressive disorders. 

The first two propositions can be tested 
by detailed examination of a larger series 
of school phobia cases ; one of the defects 
of the present series is the absence of cases 
in the older age group, which may not 
conform to the syndrome detailed in this 
paper. The second proposition can be 
further tested by collecting a series of 
families showing the depressive constella- 
tion but in which the child presents a dif- 
ferent clinical picture. This will enlarge our 


knowledge of childhood depression. The 
third proposition can be tested by followup 
studies, over a long period of time, of cases 
of school phobia and families showing the 
depressive constellation, and also by retro- 
spective studies in adults. 


SUMMARY 


The thesis put forward in this paper is 
that school phobia is part of the natural 
history of the depressive disorders, and 
is but one of the modes of presentation of 
such disorders in childhood. A family con- 
stellation, the depressive constellation, has 
been described as typical for these cases, 
and it is suspected that this type of family 
will be found in many of the other modes 
of presentation of depression in childhood. 
Suggestions have been made by which the 
propositions put forward may be checked 
and expanded. 
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THE SIGNIFICANCE OF A DICHOTOMY IN 
CLINICAL PSYCHIATRIC CLASSIFICATION 


G. LANGFELDT, 


In leading psychiatric circles the useful- 
ness of a dichotomy in clinical psychiatric 
diagnosis is generally recognized. As we do 
not know the real causes for several psy- 
chiatric disorders it must be admitted that 
a differentiation between what we know 
and what we do not know should be eval- 
uated and used for diagnostic purposes. 
This in fact has been the dominating trend 
in the steadily changing classification of 
psychiatric disorders. 

It has always been the purpose of the 
international classification to arrange this 
according to the aetiology of the disorders 
generally agreed upon. No disagreement 
exists, I suppose, as to the value of this 
principle, although there will always be 
deviating conceptions as to what in this 
respect has been established. Nor do I 
think that much disagreement exists as to 
the aim of basing psychiatric diagnoses 
as much as possible on scientifically ver- 
ified aetiological data. At any rate the use- 
fulness of dichotomy for this purpose has 
been evident in the past. It is sufficient to 
remember the significance of the dichotomy 
between organic and non organic psychi- 
atric disorders, which makes it possible 
among other things to differentiate clearly 
between general paresis and neurosis. 
Another dichotomy of significance in 
clinical psychiatry was that between 
genetic and non-genetic disorders. Thus 
genetic studies have made it possible 
to group Huntington’s chorea and manic- 
depressive psychoses as predominantly 
genetically conditioned disorders. It has 
also made it clear that at any rate some 
of the disorders diagnosed as schizophrenia 
are associated with a hereditary predisposi- 
tion. However, later experiences speak in 
favour of not labelling these disorders as 
genetic in contradistinction to non-genetic 
but as predominantly endogenic as opposed 
to predominantly non-genetic disorders 


1 Professor of Psychiatry at the University of Oslo, 
Norway and director of the University Psychiatric 
Clinic, Oslo. 


(such as the psychogenic, organic, toxic 
and traumatic disorders). The term “pre- 
dominantly endogenic” might also, in my 
opinion be advantageously replaced by 
predominantly constitutional disorders. 
Constitution is in this connection defined 
as the total amount of psychic and physical 
hereditary dispositions manifested during 
the first years of childhood as the result of 
the interaction betwen the hereditary dis- 
positions and the many external influences. 
It should however be added that the consti- 
tution is not a static but a dynamic con- 
ception insofar as the constitutional dis- 
positions may be changed by very severe 
psychic or physical influences. (This defini- 
tion corresponds fairly well to that given 
already by Hutchison). 

The advantage in clinical diagnosis of 
using the dichotomy between the predomi- 
nantly constitutional and non-constitutional 
is not to be underestimated. Except for 
emphasizing the significance of a differen- 
tiation between the predominantly endo- 
genic and non-endogenic psychoses, I shall 
restrict myself to pointing out the impor- 
tance of a differentiation of these reaction 
types predominantly caused by special 
constitutional types in contradistinction to 
those predominantly caused by external 
psychogenic or by intrapsychic dynamic fac- 
tors(1). Hence I shall here only mention 
that the constitutional types most frequent- 
ly met with in clinical psychiatry are the 
compulsory character type, the hysterical, 
the paranoid, the paranoiac and the sensi- 
tive character type. All of these tend to 
constitute quite special reaction types. 
These are characterized by an excess of 
pre-existing character traits and in sharp 
contrast to the conditions in the conflict 
neuroses—are not conditioned in special 
intrapsychic procedures. The significance 
of a dichotomy between reaction types 
caused by a constitutional predisposition 
and those caused by exogenic or intrapsy- 
chic factors is to be found in the clinical 
experience that the constitutional reaction 
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types are frequently seen to repeat them- 
selves by rather small exogenic stimuli and 
that they are only little influenced by psy- 
chotherapy. This is the opposite of the 
conditions in psychogenic disorders in 
which there is a much better outlook for 
a definitive cure by psychotherapy. 

Here, in relation to the constitutional 
reaction types we are not dealing with a 
dichotomy based on verified aetiological 
factors, as was the case with the endogenic 
psychoses. However, several studies con- 
cerned with characterology, and with he- 
reditary traits as well as with habitual 
offenders point strongly in the direction of 
a hereditary disposition, even though this— 
as against the conditions in endogenic 
psychoses—does not seem to be specific. 
It is above all the clinical studies of the 
personality types in question and of the 
course of the reaction types mentioned (as 
shown by individual follow-up investiga- 
tions) that have convinced me of the sig- 
nificance of a dichotomy in this field of 
classification. 

In addition to the significance of a di- 
chotomy of diagnostic groups (endogenic, 
constitutional, organic) I would like also 
to mention that more and more experienced 
psychiatrists admit the advantage of oper- 
ating with a dichotomy within the different 
groups themselves. As to the groups usually 
diagnosed as neuroses, many psychiatrists, 
in Europe at least, find a great advantage 
in differentiating between neuroses and 
psychopathies. Even if the many heredity 
investigations (especially from the Munich 
school, Riidin a.o.) do not prove the 
existence of specific hereditary constitu- 
tions, there is much evidence of typical 
differences between the groups mentioned. 
The advantage of differentiating the psy- 
chopathic (i.e. constitutional types) from 
the non-psychopathic (i.e. the psychogenic, 
and neurotic) types is previously men- 
tioned. Let me at this point focus attention 
on the significance of a dichotomy within 
the group of neuroses, even when the 
psychopaths have been eliminated from it. 
What is then diagnosed as neuroses might 
be divided with advantage into 2 groups, 
viz.: the group of real psychoneuroses, 
characterized by intrapsychic conflicts, and 
all the other types of neuroses in which 


many aetiological factors may be con- 
sidered (neurasthenia, vegetative neuroses, 
some psychosomatic disorders etc.). The 
significance of such a dichotomy lies in the 
first place in the fact that it is predomi- 
nantly in the group of the real conflict- 
neuroses that a therapy based on deep 
psychology is indicated. 

From clinical points of view also there 
is reason to make differentiations within 
some of the constitutional reaction types. 
Thus a differentiation between paranoiac 
and paranoid reaction types may be of sig- 
nificance especially in the prognostic as- 
pect. (The paranoiac reaction types cor- 
respond mostly to the states previously 
described as paranoia, while the paranoid 
reaction types are met with in almost all 
psychiatric disorders). The author has al- 
so been much concerned with the signifi- 
cance of a differentiation between the 
typical compulsive character type (cor- 
responding to Freuds’ anal erotic type) and 
all the other compulsive neuroses. The 
compulsive character type is, among other 
things, very little influenced by therapy, 
while in the usual compulsive neuroses the 
chance of cure is much better. Similar 
experiences are met with as to the differ- 
ence between the typical hysterical char- 
acter types and usual hysterical reaction 
types more psychogenically conditioned. 

Let me as a last point repeat what I 
have been advocating for more than 20 
years, viz. the dichotomy of the term 
schizophrenia. Based on the fact, stated 
primarily by Meduna, that there was a 
significance difference in symptomatology 
of cases cured by cardiazol treatment and 
those not cured, although both categories 
were diagnosed as schizophrenia, I pro- 
posed in 1937(2) to differentiate between 
the real schizophrenias, as a rule with a 
poor prognosis, and all the others which 
I proposed to diagnose as schizophreniform 
psychoses. Little by little as the symptoms 
of the real schizophrenia group became 
the object of more detailed studies and as 
it came out in different statistics that in 
fact there was a correlation between special 
symptoms in the initial states and the out- 
come after different treatments, the interest 
in a dichotomy became greater. Here I 
shall only point out the fact that Bellak(3), 
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as a result of his comprehensive study of 
the different conceptions on the problem, 
proposed a dichotomy between the central 
group of schizophrenia, which he proposed 
should be given the name dementia prae- 
cox, and all the others which he proposed 
should be diagnosed as _ schizophrenia. 
Riimcke (4) also has contributed many 
well reasoned studies to the question and 
is much interested in a dichotomy. At the 
2nd International Congress of Psychiatry 
in Ziirich 1957, several speakers were in 
favour of a dichotomy between schizo- 
phrenia and schizophreniform disorders. 
It is of great interest that also H. Ey(5) 
on the basis of individual follow-up investi- 
gations has arrived at very similar conclu- 
sions. Ey differentiates between 5 forms 
of schizophrenia. The two first forms (the 
severe forms (Kraepelin types) and the 
medium forms (Bleuler type with chronic 
autistic disintegration and typical defect) 
are as Ey writes, “in effect the cases which, 
I think, all psychiatrists would be unani- 
mous in designating as “true shizophre- 
nias.” They also correspond strictly to what 
I call process-schizophrenias, which in ac- 
cordance with the results of Ey, I also have 
found regularly, to run an unfavourable 
course. The 3 other types of Ey (delusional 
marginal forms, without marked disinte- 
gration, marginal schizoneurotic forms 
( pseudoschizophrenic neuroses) and acute 
or cyclic forms) correspond fairly well 
to what I have proposed to call schizo- 
phreniform psychoses. So Ey’s investi- 
gations, which like those from the Univer- 
sity Psychiatric Clinic of Oslo, are based 
on individual followup investigations, 
strongly support the claim for a dichotomy 
of the schizophrenia group. Such a dicho- 
tomy is the only way in which international 
comparative psychiatry in this field can be 
of real, scientific value. The dichotomy is 
also of great significance in teaching stu- 
dents the prognosis and treatment of the 
different subgroups of schizophrenia. 


SUMMARY 


I wish to stress the fact that it has 
always been the differentiation of aetio- 
logically different psychiatric syndromes, 
that has made useful psychiatric classifica- 
tion possible by providing clear descrip- 
tions of inherent characteristics. However, 
as there are several psychiatric disorders 
the causes of which are still unknown, 
clinical experience calls urgently for a 
classification of psychiatric groups that 
have several common traits in respect to 
symptomatology, course and treatment. 
Such a systematization might be of great 
significance to research into prognostica- 
tion and treatment of the individual case. 
As team work from our clinic(6) has 
shown, it is possible even in the initial 
stage of a case of schizophrenia to predict 
the course with a certainty of more than 
90%. In addition it is also possible in the 
initial stage to indicate which of the mod- 
ern treatments has the best chance of suc- 
cess. Consequently if the significance of 
the dichotomy in psychiatry were generally 
accepted it would probably mean a great 
advantage in international comparative 
psychiatry. 
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THE OUTCOME OF SCHOOL PHOBIA : 
A FOLLOW-UP STUDY BASED ON 41 CASES ' 


ALEJANDRO RODRIGUEZ, M.D.,2 MARIA RODRIGUEZ, 
anp LEON EISENBERG, M.D. * 


This paper will describe the academic 
and social adjustment of 41 children with 
school phobia at a mean (and median) in- 
terval of 3 years following their initial clinic 
contact. The results on this group, to our 
knowledge the largest reported with this 
long a followup, are presented in validation 
of a therapeutic method which emphasizes 
prompt return of the child to school as the 
key to successful treatment. 


REVIEW OF THE LITERATURE 


School phobia may be defined pheno- 
menologically as partial or total inability to 
go to school that, on the surface, seems to 
result from dread of some aspect of the 
school situation. It is accompanied by the 
signs and symptoms of anxiety when school 
attendance is imminent. Physiologic mani- 
festations may be the most prominent 
features and may take the form of anorexia, 
nausea, syncope, malaise or even recurrent 
low grade fever. The overt expression of 
fear of school may be totally lacking but 
may be inferred from the correlation of 
symptoms with school days and their 
absence on weekends and holidays. If the 
child is able to put his fear into words, he 
may ascribe it to a particular teacher, his 
classmates or the dread of failing. But 
changes of class, course or school are 
strikingly ineffective in altering the syn- 
drome. 

As Johnson and her coworkers(1) were 
the first to suggest, the basic difficulty is 
not in going to school, but rather in leaving 
home ; that is, anxiety about separation 
from the family. In a report to the 113th 
annual meeting of this Association, one of 
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the authors of this paper(2) described 
observations of children with school phobia 
and their mothers, which provided further 
validation for this hypothesis. It was evident 
that the separation problem was bilateral ; 
the involved parent (usually the mother) 
initiated and reciprocated the child’s anx- 
iety. Observation of the child’s symptoms 
in statu nascendi revealed that they were a 
response to the contradictory verbal and 
behavioral cues provided by his parents. 
This resulted in a direct communication of 
anxiety between the principal actors in 
the family drama. As a therapeutic corollary 
to this theory of symptom genesis, it was 
suggested that the treatment program 
should be centered about firm insistence 
on early return to school. 

This represents a rather sharp deviation 
from traditional methods of treatment 
which tend to emphasize insight before 
action. There appear at present to be two 
major trends in the treatment of school 
phobia. Certain workers(1, 3-6) stress the 
desirability of removing pressure for attend- 
ance, then a period of working through of 
dynamic issues, to be followed by a planned 
return when the child is “ready.” Others 
(2, 7-11) emphasize the importance of an 
insistence upon early return to school, after 
an initial psychiatric evaluation, to be fol- 
lowed by concurrent therapy while the 
child continues to attend. We have not 
hesitated to invoke the legal authority of 
the school to compel attendance when no 
real movement toward return to school was 
evident on the part of the family. 

In objection to the latter point of view, 
it has been argued that recurrence or 
substitution of symptoms may occur, in 
view of the obvious diminution in the 
motivation for prolonged treatment once 
return to school has been accomplished, 
with the consequent likelihood of pre- 
mature termination of clinic visits. It was 
therefore of interest to examine the out- 
come of the cases that had been treated by 
this method. 
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Our search of the literature has revealed 
only two large series of cases followed for 
appreciable periods after the termination of 
treatment. Waldfogel and his coworkers 
(8) followed a group of 36 patients for a 
period of 6 to 18 months. Twenty of these 
children were treated briefly with an em- 
phasis similar to our own in a school setting. 
Eighteen continued to attend without re- 
currence of symptoms and two had but 
brief flurries of anxiety. The authors found 
no evidence of symptom displacement. This 
outcome was contrasted with 11 cases, in 
7 of which treatment was refused by 
parents, and in 4 of which treatment was 
unavailable. Of these 11, only 3 had been 
able to resume full attendance. Glaser(11), 
in a report of 38 cases treated with an 
emphasis on early return to school, noted 
that 36 were in regular attendance, of 
whom only 3 had major persisting psy- 
chiatric symptoms, after a followup period 
of 1 to 2 years. 


CLINICAL MATERIAL 


The cases studied in the present in- 
vestigation include all of the children with 
school phobia seen at the Children’s Psy- 
chiatric Service between 1952 and 1957, 
41 in all. 

Of this group, 14 were girls and 27 boys. 
In other reports(4, 7), girls have been as 
common as, if not more common than, boys 
(8). It is of interest to note the I.Q. dis- 
tribution (Table 1). 


TABLE 1 
I. Q. DisTRIBUTION IN 41 Cases 
oF SCHOOL PHOBIA 

85-89 

90-99 
100-109 
110-119 
120-129 
over 130 


above average in academic capability as a 
group. Not one patient tested below the 
dull normal range and half fell into the 


4Ten of these cases were included in a previous 
study(7) ; 31 have never before been reported. 


bright to superior levels of intelligence. 
Table 2 lists the age distribution of the 
patients. 


TABLE 2 
AcE DIsTrIBUTION OF 41 CasEs 
oF SCHOOL PHOBIA 
Age Range Number of Cases 
5-7 
8-10 
11-13 


Total 


Twenty-seven of the patients were 5 
to 10 years of age; 14 were 11 to 13. We 
call attention to this age distribution as an 
important factor in outcome, an observation 
previously noted(7, 8). 

The predominant short term emphasis of 
the treatment program is evident from 
Table 3. 


TABLE 3 
DISTRIBUTION OF 4] CasEs Or SCHOOL PHOBIA 
By AMOUNT OF TREATMENT RECEIVED 
Clinic Visits Number of Cases 
5 or less 18 
6 to 12 14 
13 or more 9 


Total 4l 


Three quarters of the cases were in 
treatment for less than 4 months ; only one- 
sixth were treated for as long as 6 months. 


METHOD OF STUDY 


The 41 cases upon which this report is 
based constitute the total population of 
children with school phobia seen at our 
clinic from 1952 through 1957. An effort 
was made to establish contact with the 
family and the school of each child. By tele- 
phone and mail inquiry, information was 
sought on the attendance record, school 
achievement and social adjustment of each 
patient. Information was obtained from 
both sources in about 90% of the cases, but 
from at least one source for all cases. In 
the 5 cases in which the family had moved 
out of state, the followup period is listed 
as of the last information available to us. 
It should be noted that the children them- 
selves were not reexamined. Our data are 
based upon family and school reports and 
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must be reviewed with this limitation upon 
their completeness in mind. 

The duration of the followup period is 
presented in Table 4. 


TABLE 4 
DurRaTION OF FoLLow-UP In 41 Cases 
OF SCHOOL PHOBIA 
Period Number of Cases 
15-23 months 12 
24-35 months 9 
36-47 months 9 
48-80 months 1l 
Total 4l 
(Mean duration equals 3 years) 

No case was followed for less than 15 
months ; three quarters were reevaluated 
after at least 2 years and half after at least 
3 years. 


RESULTS 

Let us focus, to begin with, upon the 
record of school attendance, which we 
consider the primary measure of success. 
Outcome was considered successful only 
if the child was attending school regularly. 
By this criterion, 29 (71%) of the 41 cases 
were successful. 

When outcome was examined separately 
for boys and girls, we found that 93% of 
the 14 girls but only 60% of the 27 boys 
were “successes.” However, the apparent 
sex differential seemed largely ascribable 
to the age distribution of the boys and 
girls rather than to the sex of the patients. 

When the cases were divided into two 


groups, less than 11 years of age and 11] 
and older, a marked differential in outcome 
appeared. Of the 27 children younger than 
11, 89% had a successful outcome ; indeed, 
two of the three failures represented, not 
a lack of response to an adequate trial of 
treatment, but the result of injudicious 
medical management. It is noteworthy that 
once the child had attended school regu- 
larly for as long as a month, further prob- 
lems in attendance arose in only two. In 
contrast with this excellent record, only 
36% of the 14 children 11 or older were 
able to return to school. 

When this age criterion was applied to 
the boys and girls separately, it accounted 
for the major part of the apparent sex 
differential, as is evident in Table 5. 

Having established the patterns of school 
attendance, we then addressed ourselves 
to the over-all adjustment of the youngsters 
who were attending school regularly. Was 
it possible that other major functional dis- 
orders had been substituted for the school 
phobia ? On the basis of the replies from 
schools and families, we can state that 23 
of the 29 successful cases were reported 
to be making satisfactory academic and 
social progress at an average interval of 3 
years after the onset of their treatment ex- 
perience. The problems described in the 
remaining 6 patients centered about ag- 
gressive behavior disorders in 3 and aca- 
demic failure in 3 (of whom 2 had I.Q.’s 
less than 90). It should be noted that our 
followup method is likely to have registered 


TABLE 5 


OuTCOME OF 41 CasEs or SCHOOL PHOBIA 
CLASSIFIED BY AGE AND SEX 


Age & Sex 
Less than 11 years 
Boys 
Girls 
Subtotal 
11 Years or older 
Boys 
Girls 
Subtotal 
Total 


Outcome 
Failure 


2 
1 


3 


9 
0 
9 


12 
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the presence of major maladjustments only. 
It seems significant, nonetheless, that func- 
tional impairment from phobic or anxious 
behavior was not described in any of the 
29 successful cases. 

We attempted to identify the major 
factors in the therapeutic failure of the 12 
children who did not return to school. Al- 
though a number of issues were involved in 
every case, Table 6 represents an effort to 
assign a primary cause for the poor out- 
come in each. 


TABLE 6 
PRIMARY FACTORS IN THE Poor OUTCOME 
IN 12 CasEs or SCHOOL PHOBIA 
Factor Number of Cases 
Schizophrenia 
Family Decompensation 
Inadequate Treatment 
Medical Mismanagement 


As a group, these patients were more 
disturbed than those who had been able 
to resume school attendance ; 3, and pos- 
sibly 4, were ambulatory schizophrenics 
as contrasted with none in the successful 
group. They came from seriously disturbed 
families ; 4 had a psychotic parent in the 
home and 3 a totally inadequate father. 
Five of the families were characterized by 
neurotic interaction, not too dissimilar from 
the successful group, but 7 fell into the 
so-called multiple-problem family category. 
Efforts by our clinic, the schools, and other 
social agencies were unavailing in the 
search for a point at which therapeutic 
leverage could be applied in these families. 

However, in 2 of the 5 neurotic families 
in which we believe a successful outcome 
might have been achieved, the parents 
broke off clinic contacts and obtained 
physicians’ statements that the children 
were “too nervous” to attend school and 
required home teaching. Once this new 
family equilibrium had been established, 
the parents were able to utilize the medical 
certificates to defeat all efforts of the school 
authorities to require attendance. In 3 
cases, it is our impression that the poor 
outcome resulted from a failure to establish 
satisfactory liaison between the clinic and 
the school. For a variety of reasons in each 


case, the patient failed to receive sustained 
attention. As we reappraised the total 
record, it was evident that no consistent 
program had been carried out and that 
the patient and family had not had the 
benefit of an adequate trial of treatment. 


DISCUSSION 


This series of cases confirms the observa- 
tion previously reported on the basis of a 
smaller group(7) that the prognosis is 
much graver for the older child with school 
phobia. It is a well recognized principle in 
child psychiatry that the significance of a 
particular symptom varies according to the 
age of the patient(12). What may be 
physiologic at an early age, and of dubious 
meaning at an intermediate period, is in- 
dicative of pathology at a later age; con- 
sider, for example, enuresis, thumb-sucking, 
belief in fantasy(13), and so on. In similar 
fashion, separation problems, while evi- 
dence of inadequately resolved family is- 
sues in the child of 6 or 7, do not portend 
the same degree of illness as they do in the 
child of 11 or 12. This is confirmed by the 
finding of much more serious pathology in 
the older children with school phobia and 
in their families, than was evident in the 
younger group. We are convinced that our 
efforts would have been successful in all 
but one of the 27 children under 11, had 
not misguided medical intervention by 
other physicians removed 2 of the cases 
from further treatment. On the other hand, 
even if we suppose that the 3 cases, whose 
failure we ascribe to inadequate treatment, 
had been given proper care and had re- 
sponded to it, the salvage rate in the 14 
cases older than 10 would not have ex- 
ceeded 50%. 

It seems clear that school phobia is not 
a disease entity but a symptom complex ; 
it may be a manifestation of a situational 
reaction at one end of the spectrum and 
of a severely neurotic or even psychotic 
pattern at the other. This points to the 
importance of an adequate diagnostic 
evaluation as the first step in treatment. 
Only on the basis of such a study can an 
appropriate treatment plan be formulated. 
The therapeutic program requires close 
collaboration between school and clinic(7). 

In our early experience with school 
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phobia, we were somewhat hesitant to 
apply pressure for prompt return to school. 
It became clear that we were sharing and 
indeed reinforcing family anxieties by our 
hesitance. As the feared untoward reactions 
failed to occur, we became increasingly 
aware of the considerable therapeutic value 
of the insistence on early return itself. To 
begin with, it brings into sharp focus the 
primary issue of separation and dissociates 
the therapist from the family’s displace- 
ment on to fantasied dangers in the school 
situation. Secondly, it emphasizes our 
recognition of the core of health in the 
child ; the fact that we act upon this prem- 
ise constitutes effective reassurance to a 
panic-striken family. A deemphasis on 
school attendance and a plan for prolonged 
therapy tend to signify to the family that 
the physician, too, is uncertain and regards 
the child as being as sick as they do, despite 
verbal formulations to the contrary. Finally, 
the return to school restores the child to a 
growth-promoting environment and re- 
moves him from his immersion in the cycle 
of mutually reinforced anxieties in the 
home. 

All who have worked with cases of 
school phobia agree on the importance of 
prompt intervention. We disregard the 
waiting list in assigning intake appoint- 
ments to such referrals on a semi-emer- 
gency basis. The longer the absence from 
school, the more entrenched become the 
original anxieties and the greater the 
strength of secondary fears about missed 
school work, the reaction of classmates, and 
so on. However, in reviewing our cases, we 
were not able to demonstrate a correlation 
between the duration of the school phobia 
and the ultimate outcome. We were grati- 
fied to find a number of cases out of school 
for as long as 3 to 6 months who were suc- 
cessfully returned. The unsuccessful cases, 
however, presented a considerably longer 
history of emotional maladjustment before 
they were brought to treatment. 


SUMMARY 


A clinical study of 41 cases of school 
phobia confirmed the hypothesis that this 


syndrome is a variant of separation anxiety ; 
the basic issue proved to be leaving home, 
not going to school. The outcome of these 
cases after a mean period of 3 years con- 
firmed the utility of a treatment program of 
brief psychotherapy centered about prompt 
return to school. Therapeutic success was 
shown to vary inversely with the age of the 
child and the severity of his psychopa- 
thology. 

School phobia constitutes a symptom 
complex which may be a manifestation of 
a readily reversible situational reaction or 
of a severely neurotic or even psychotic 
adjustment. Effective treatment should be 
based on a careful diagnostic formulation. 
But, with the sole exception of the overtly 
psychotic child, the central focus of the 
treatment program for all cases should be 
placed upon firm insistence on early return 
to school, reinforced by appropriate sanc- 
tions of authority. 
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CLINICAL NOTES 


SPINAL FLUID CHANGES IN PATIENTS TREATED WITH 
ATARACTIC DRUGS 


H. A. DENZEL, M.D. ! 


The powerful behavioral changes in- 
duced by ataractic drugs are well known. 
The physical correlate, however, still ap- 
pears to be obscure. EEG changes have 
been reported; and recently, Smith(1) 
called attention to the fact that drug- 
induced Parkinsonism may be accompanied 
by increase in spinal fluid protein. On the 
other hand, Bruetsch(2) reported increased 
protein in schizophrenic patients not re- 
ceiving any drugs. 


METHOD 

Twenty-five patients (mainly schizo- 
phrenics) were chosen at random from 
those receiving either chlorpromazine or 
trifluopromazine, and cerebrospinal fluid 
was obtained by lumbar puncture. None 
of these patients had ever had a positive 
serology in blood or spinal fluid or any 
detectable neurologic disease. Twenty-five 
mental patients not receiving any ataractic 
medication and without apparent neuro- 
logic disease served as controls. In those 
patients who had abnormal spinal fluid 
changes, a second specimen was obtained 
one week after discontinuation of drug 
therapy ; and, if possible, a third test was 
done 3 weeks after the medication was 
stopped. Also the relationship of these 
findings to the incidence of Parkinsonism 
was investigated. 


RESULTS 


There was no essential difference be- 
tween the findings in the patients on 
ataractic therapy and the control group.’ 
In the ataractic therapy group, 6 patients 


"1 Mendota State Hosp., 301 Troy Drive, Madison, 
Wis. 
8 Tables have been omitted owing to lack of space. 


had increased protein? (above 45 mg.) 
and the mean protein value of the whole 
group was 44.8 mg. In the control group 
on the other hand, 8 patients had increased 
protein with a mean value of 37.2 mg. 
Abnormal gold curves were found in 5 
cases of the ataractic therapy group and 
in 6 cases of the control group. Repeat 
spinal fluid examinations after patients 
were taken off medication revealed no 
positive correlation between the observed 
changes and the drug withdrawal. Cell 
counts were normal in all 50 patients. The 
incidence of Parkinsonism did not appear 
to be related to the abnormal spinal fluid 
findings as only one patient had symptoms 
of Parkinsonism of that group. 


SUMMARY 


In a series of 25 patients on ataractic 
therapy and 25 other mental patients as con- 
trols, there was no essential difference in the 
incidence of increased protein or abnormal 
gold curves. The high incidence of abnor- 
mal findings in both of these groups, how- 
ever, points to the possibility that these 
abnormal findings are unspecific and may 
also be found to a certain extent within the 
general healthy population. This study does 
not support the assumption that increased 
spinal fluid protein and abnormal gold 
curves are the result of ataractic therapy. 
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2 Determination of protein and gold curves were 
made without knowledge of this study in the State 
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A NEW QUANTITATIVE SERUM BROMIDE DETERMINATION 
GEORGE H. REYE, M.D.1 


Following the development of the qual- 
itative urine bromide test(1) reported from 
Northern State Hospital in the American 
Journal of Psychiatry of August 1959, it 
was decided to attempt a quantitative 
serum determination. Preliminary investi- 
gation demonstrated it to be both simple 
and feasible.2 The determination is de- 
pendent upon the oxidation of the bromide 
ion to free bromine and the intensity of 
bromine’s inherent color is measured specto- 
photoelectrically. Chemically the reaction 
is: NaBrO; a. 5NaBr 
3Bre 3H, O + 6NaC,Cl,0.. 

This procedure can be routinely per- 
formed by the average clinical laboratory 
and has the merit of following Beer’s Law 
from a serum equivalent bromide concen- 
tration of 25 mg.% through 1000 mg.%. 

The routine serum bromide determina- 
tion as used by most clinical laboratories 
is that of Wuth(2) which follows Beer’s 
Law to about 220 mg.%. Modifications of 
this test in order to read higher serum levels 
are inaccurate and according to Dr. Comp- 
ton(3), the Wuth method is “wholly un- 
reliable for values over 300 mg.%.” In our 
laboratory modifications of the Wuth de- 
termination necessary to read known bro- 
mide concentrations, equivalent to serum 
levels of 500 to 1000 mg.%, has resulted in 
errors of the magnitude of 200 mg.%. 

Reports of case histories with serum 
bromide levels well over 1000 mg.% as 
determined by a modified Wuth method 
continue to appear in current literature, 
despite authoritative opinion(3) that such 
levels are incompatible with life. 


MATERIALS AND METHODS 


Reagents : 
1. 10% trichloracetic acid: Ten grams of 
trichloracetic acid are dissolved in 100 
ml. of distilled water. 


1 Director of Research, Nothern State Hospital, 
Sedro Woolley, Wash. 

2 The author wishes to express his appreciation to 
Dr. C. H. Jones, Superintendent, and Dr. J. Joffe, 
Chief of Medicine, for making this study possible 
and for their suggestions and criticisms. The technical 
assistance of David Higgins and William Robinson 
is gratefully acknowledged. 


2. 5% sodium or potassium bromate: 5 
grams of the bromate are dissolved in 
100 ml. of distilled water. 


Procedure : 

1.A protein free filtrate is prepared by 
mixing 1 ml. of serum and 9 ml. of 10% 
trichloracetic acid and then filtering 
through No. 42 Whatman filter paper. 

.5 ml. of the clear filtrate is pipetted ivto 
a photometer cuvette which will represent 
the unknown, and 5 ml. of 10% trichlorace- 
tic acid is pipetted into another cuvette 
which will represent the reagent blank. 

. To both cuvettes, 1 ml. of 5% KBrO, is 
added and the contents mixed. 

. Several drops of mineral oil then are 
added immediately to the unknown 
cuvette without agitation to prevent loss 
of bromine vapor which would result in 
low readings. 

5. Read in the spectophotometer at 445 mu 
with the reagent blank set at 100% trans- 
mittance. 

6. The unknown is read as % transmission at 
5 minutes after the addition of the bro- 
mate. The concentration of bromide in 
mg.% is then read directly from a semi-log 
graph or from a direct reading table 
abstracted from the graph and the results 
reported as sodium bromide. 


CALIBRATION CURVE 


All of the calibrations were performed on a 
Coleman Junior Spectophotometer, model 6A 
and 19 mm. cuvettes were used throughout. A 
Leitz or other similar photometer possessing a 
445 mu filter could be similarly calibrated. 

Standards were prepared as follows and are 
reproduced here in order to enable others to 
easily calibrate their own curve on semi-log 
paper. Working Standard (W.S.)—100 mg.% 
NaBr. 

The procedure for each of the above refer- 
ence standards is then exactly the same as 
previously outlined under procedure No. 3-6, 
the standard being treated as the unknown. 

A semi-log graph wherein % transmission is 
plotted against mg.% of sodium bromide is 
herein reproduced. Known concentrations from 
50 mg.% through 1000 mg.%, similarly diluted 
as in serum, were used. To be noted is the 
correlation with Beer’s Law from 90% trans- 
mission through 16% transmission. 
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100 mg. of NaBr is dissolved in 100 ml. of 10% trichloracetic wuld. 


To .25 ml. of W.S. add 4.75 ml. of 10% trichloracetic acid = 50 mg.% 
B tos if 100 mg.% 


} with the bromate reagent to liberate iodine. 
ra Serum equivalent concentrations of iodide, 
oa from 50 mg.% to 600 mg.%, were tested 
if with the bromate reagent and iodine was 

liberated, Although the color of iodine in 
aa these concentrations duplicated that of 
bromine, iodine is spontaneously oxidized 
within 2 to 3 minutes to the colorless iodate 
state. This oxidization is effected by the 
bromate reagent. 


SUMMARY 


a The new quantitative serum bromide de- 
7 termination described is dependent upon 
oxidation of the bromide ion to free bro- 
mine and follows Beer’s Law from a serum 
+-—~, equivalent bromide concentration of 25 
joo 200 800 400 £00 Yeo Foo 
mg.% through 100 mg.%. 


mg.% 
Bromide mg.% 
Typical Bromide Standard Curve BIBLIOGRAPHY 
1. Reye, G. H. and Joffe, J. R. : A New 


Screening Test for Bromide Intoxication. Am. 


SPECIFICITY AND INTERFERING susstaNces J. Psychiat., 116: 166, Nov. 1959. 
2. Wuth: J. Amer. Med. Assoc., 88: 2013 


Pooled sera as well as sera of patients (1997). 
on a variety of medications were tested and 3. Tillim, S. J.: Bromide Intoxication and 
no false positives have been found to date. Quantitative Determination in Serum. Am. J. 
It was postulated that iodides could react Psychiat., 114: 232, Nov. 1957. 
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WHAT HAPPENS TO RETURNED TRANQUILIZING DRUG PATIENTS ? 
AN ANALYSIS OF MULTIPLE DISCHARGES 


WERNER TUTEUR, M.D., ROCHUS STILLER, M.D., anv 
JACOB GLOTZER, M.A.1 


At Elgin Illinois State Hospital, a chlor- year. Only female patients who had been 
promazine project is presently in its fifth incontinent, destructive, combative and 

I Respectively : Clinical Director, Senior Psychia. Who frequently disrobed were included. 
trist, and Staff Psychologist, Elgin State Hospital, By February 23, 1959, exactly 4 years after 
Elgin, Ill. the project had begun, 822 patients had 
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been treated. Their average age was 41, 
their average hospitalization 8 years. Of this 
number, 258 had been discharged during 
the 4 years and remained on chlorproma- 
zine and reported at 3-week intervals to a 
special drug clinic at the hospital. For 
further details of the project and the func- 
tioning of the drug clinic see previous re- 
ports(1, 2, 3, 4, 5, 6). 

Of the 258 discharged, 101 patients were 
returned to the hospital during the 4-year 
period. It is this group that is of special 
interest in this report. 

Forty-two of the 101 returnees were dis- 
charged a second time, but 18 of these 42 
returned once more. Six of these 18 were 
discharged for a third time, and they re- 
turned again. Thus, at the end of the 4- 
year period, 24 patients of the 101 returnees 
were outside the hospital after having re- 
turned and having been redischarged. 
Hence 77 patients of the original 258 
discharged were back in the institution at 
the end of 4 years. 

The reasons for return of the 42 patients, 
once or several times, as the case may be, 
were as follows: (a) Relapsed in spite of 
taking drug regularly, 24; (b) uncoopera- 
tive as to taking drug, 9; (c) placebo re- 
lapse,? 1; (d) irregular clinic attendance, 
4; (e) family unwilling or unable to keep 
patient, although no relapse occurred, 3 ; 
(f) patient herself desired to return, 1. 

The average length of time away from 
the institution during the first discharge of 
these 42, was 8 months, but the 18 dis- 
charged a second time merely stayed away 
for an average of 5 months. The 6 who 
were discharged a third time returned 
after having been away only for a 3 months 
average. 

Dosages of chlorpromazine during the 
discharge period ranged from 200 to 600 
mgs. a day. After return, drug dosages were 
adjusted to the needs of the patient. Where 

2 A placebo study is being conducted parallel with 


other investigations on our discharged outpatients, 72 
patients being involved in this group(2, 3, 4). 


this did not apply, other facets of the over- 
all treatment plan, or undetermined factors 
helped to bring about again clinical im- 
provement to warrant discharge once more. 
As a rule, patients who relapsed due to an 
insufficient dosage of the drug responded 
within one or two weeks to an increased 
dosage (up to 800 mgs. a day orally). 

The 42 patients who had returned and 
were discharged a second time, spent an 
average of 8 months with us between re- 
turn and second discharge, while the 6 who 
were discharged a third time stayed in the 
institution before the third discharge an 
average of 6 months. 


SUMMARY 


A note of optimism is indicated regarding 
the future of hospital-returned tranquiliz- 
ing drug patients. At the close of 4 years 
of an extended chlorpromazine study on 
once extremely disturbed mental patients, 
24 of 101 returned patients were once more 
outside the institution. Some of these had 
been discharged and returned two or three 
times. These 24 amount to 23.7% of the 
total returnees. Returned tranquilizing 
drug patients must, therefore, not become 
“forgotten people,” but deserve further 
interest and consideration. 
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TEST FOR PHENOTHIAZINE 
—PIPERAZINE DRUGS 


(Compazine, Trilafon and Analoguous Compounds) 


Mix | ml. urine with 1 ml. 10% trichloracetic acid. 
Add 1 ml. 1/1000 molar mercuric nitrate reagent. 
(343 mg. Hg(NOs)2.H2O in 1000 ml. conc. HC1) 


Read against color chart within 30 seconds. 


Daily Drug Dose: 


10-30 mg. 30-70 mg. 70-120 mg. 125 mg. & over 
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CLINICAL NOTES 


A RAPID, SEMI-QUANTITATIVE URINE COLOR TEST FOR 
PIPERAZINE-LINKED PHENOTHIAZINE DRUGS (COMPAZINE, 
TRILAFON AND ANALOGUOUS COMPOUNDS ) 


FRED M. FORREST, M.D., IRENE S. FORREST, Pu.D., ann 
AARON S. MASON, M.D. 


Tests and reagents for phenothiazine 
compounds in urine and their significance 
in psychiatric practice were previously re- 
ported by us(1-4). The test solutions de- 
scribed for the detection of all urinary 
phenothiazine compounds in small amounts 
(3) and for Vesprin (triflupromazine ) (4) 
will also reveal the presence of phenothia- 
zine drugs coupled to a piperazine ring. 
However, the color development with these 
reagents is not sufficiently intense or gra- 
dient to permit the development of a color 
chart for simple and instantaneous semi- 
quantitative readings. Moreover, reports of 
side effects and toxicity in general medical 
and pediatric journals(5-13) seem to indi- 
cate the need for a specific and reliable 
test for the piperazine-linked phenothia- 
zine compounds, especially for proclorpera- 
zine (Compazine),?» * and perphenazine 
(Trilafon). The following test was de- 
vised to meet this specific requirement : 

A 1/1000 molar solution of mercuric 
nitrate in concentrated hydrochloric acid 
(343 mg. Hg(NOz;)2.H2O in 1000 ml. conc. 
HCl) was found to be a suitable test rea- 
gent for this class of drugs. It yields a 
scale of color reactions ranging from pale 
pink via more intense shades of pink to 


1 Respectively, Chief, Acute Service ; Research Bio- 
chemist; and Director, Professional Services, VA 
Hospital, Brockton, Mass. 

2 Pollack, B. (Am. J. Psychiat. 115: 77, 1958) 
in evaluating our test 2, tried to extend it to Com- 
pazine and found it of limited usefulness for qualita- 
tive detection of 50-150 mg. daily dose. 

8 Vesell, E. S. (New Engl. J. Med., 260: 1078, 
1959) : The claim made for a reagent consisting 
of 10% ferric chloride in 1% hydrochloric acid, of 
which 1 ml. are added to 3 ml. urine, whereby small 
amounts of urinary Compazine metabolite are re- 
portedly demonstrable, could not be confirmed by 
us in a series of 200 urine specimens, containing the 
metabolites of daily doses of 10 to 15 mg. of drug. 
The pH of approximately 3 prevailing in this test is 
unsuitable for the demonstration of Compazine me- 
tabolites which call for a test pH of 1 or less, and 
purple color reactions obtainable at pH 3 are due 
to other reactants e.g. metabolites of acetylsalicylic 
acid. 


light violet and finally more intense violet, 
for drug doses of 10 to 125 mg. per day. 
The reaction is extremely sensitive and is 
produced by a fraction of a microgram 
of intermediary drug metabolite contained 
in 1 ml. of urine, after drug doses below 
100 mg. per day. 

The test is performed by mixing 1 ml. 
of urine with 1 ml. 10% trichloracetic acid, 
shaking gently, and then adding 1 ml. of 
the mercuric nitrate reagent to the mixture. 
The resulting color complexes are of limit- 
ed stability, especially in the lower drug 
doses, and should be read against the col- 
or chart, graded from (+) to (++-++), 
within 30 seconds. The pale pink (+-) level 
of the color chart represents average daily 
drug dosage of 10 to 30 mg., the pink 
(++) level dosage of 30 to 70 mg., the 
light violet (+-+-+ )—70 to 120 mg., and 
the more intense violet (++-+-++-) level 
—120 mg. and over. (See color chart.) 

The individual levels constitute average 
reactions compiled on the basis of ap- 
proximately 500 determinations per drug 
and dosage level, obtained from approxi- 
mately 300 different patients. A total of 
well over 3000 urine specimens containing 
Compazine or Trilafon were tested. These 
two drugs give the same color reactions. 
Limited tests with Dartal (thiopropazate), 
which has a very similar chemical structure, 
yielded the same color reactions as de- 
scribed above. However, representative 
numbers of patients on Dartal have not 
as yet been investigated. 

Triflupromazine (Stelazine) usually pre- 
scribed in daily dosage of 6 to 40 mg. per 
day, conforms to the lower color intensi- 
ties (+) and (+-+-) of the color chart. 
However, from 3 to 6 weeks after insti- 
tution of Stelazine therapy, the majority of 
patients will show a higher intensity level 
despite constant drug dosage, and violet 
to bluish test colors of varying intensity 
may be obtained in the urines of patients 
receiving a total daily drug dose of as little 
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as 24 mg. A small number of tests with SQ 
4918, fluphenazine (Prolixin), seemed to 
follow the same pattern as would be ex- 
pected in view of the close chemical rela- 
tionship of these two drugs. The cause of 
this color shift can not be explained at 
present, and we are currently investigating 
whether this unusual reaction of the triflu- 
omethylated derivatives of proclorperazine 
and perphenazine is due to actual accumu- 
lation of the drugs in body tissues, or 
whether there is a shift in the ratio of 
drug metabolites in favor of the inter- 
mediary oxidation compounds which ac- 
count for the metal color complex. In the 
meantime it is recommended that Stelazine 
and Prolixin color reactions be considered 
rather a qualitative means of detecting the 
drugs than a means of semi-quantitatively 
estimating the urinary drug level by this 
test. 


RELIABILITY OF MERCURIC NITRATE TESTS 


Among a number of heavy metal salts 
dissolved in more or less concentrated 
acids, which we investigated for suitabil- 
ity in testing for urinary phenothiazine drug 
metabolites, there were a number of metals, 
e.g. cerium, thorium, vanadium, chromium, 
molybdenum, tungsten, uranium and os- 
mium—all of which may change valency 
and were thus potential reactants with 
the intermediary oxidative drug metabo- 
lites—which gave excellent and intense 
color reactions with individual phenothia- 
zine drugs. For the specific group of 
the piperazine-linked phenothiazine com- 
pounds, however, they offered no advan- 
tage over the mercuric nitrate solution de- 
scribed, and were less specific in most 
instances, thus giving rise to a higher 
percentage of false positive tests. 

With regard to false negative tests oc- 
curring with mercuric nitrate reagent, none 
have been seen in more than 3000 exami- 
nations, including control tests. During per- 
formance of the test, when 10% trichlorace- 
tic acid is added to the urine, a white pre- 
cipitate will form, if albumin is present, but 
the color reaction remains distinct. It is 
theoretically possible that single low drug 
doses or extremely dilute urines may give 
false negative tests. In such cases, the test 


should be performed 1 to 3 hours after drug 
administration, during the peak excretion 
period of drug metabolites. 

False positive tests were obtained in 
approximately 2% (9 in 500) in patients 
and personnel who were not on phenothi- 
azine drugs and served as controls. Most of 
these were encountered in cases of im- 
paired liver function, and seem to result 
from reactions between the mercuric ni- 
trate reagent and bile metabolites. Thus a 
positive test should not be uncritically ac- 
cepted in patients with liver abnormality, 
whereas a negative test is always an un- 
equivocal indication of no recent phenothi- 
azine intake. 

The simultaneous presence of any other 
phenothiazine drugs will interfere with 
the semi-quantitative evaluation of the 
phenothiazine-piperazine compounds. Pre- 
vious administration of other phenothia- 
zine drugs also will interfere with the color 
intensities, unless at least a 3 months drug- 
free interval is interposed, since phenothi- 
azine drugs are eliminated in small daily 
portions over a period of many weeks after 
discontinuation of drug therapy(4).* Non- 
phenothiazine derived drugs such as res- 
erpine, meprobamate, various types of 
energizers, barbiturates, salicylates, vit- 
amins etc. do not produce color reactions 
with the mercuric nitrate reagent, and do 
not interfere with this test. 


ADDENDUM 
Some in vitro tests on control urines to 


which very high doses of anti-tubercular drugs 
such as streptomycin, paraamino salicylic acid 
or isonicotinic acid hydrazide plus phenothia- 
zine drugs and their metabolites had been 
added, indicated potential interference with 
this and previously reported tests for pheno- 
thiazine drugs. However, no false positive or 


4An unpublished drug discontinuation study has 
been in progress in this hospital since Feb. 1959, on 
a group of chronic mental patients stabilized on long 
term daily doses of various phenothiazine drugs. A 
preliminary report was given at the Research Con- 
ference on VA Cooperative Chemotherapy Studies in 
‘Psychiatry at Memphis, May 20-22, 1959, and cur- 
rently, after more than 18 weeks, 25% of the pa- 
tients continue to excrete measurable amounts of 
drug metabolites. A full report, covering the psy- 
chiatric, clinical, psychological and biochemical data 
will be published at a later date. 
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negative tests were encountered in patients 
actually receiving combination therapy of anti- 
tubercular and phenothiazine drugs, in any 
ratio tested to date. The chemical aspects and 
clinical implications of the interference ob- 
served in vitro is being further investigated in 
this hospital. 


STORAGE OF THE MERCURIC NITRATE REAGENT 


The addition of 10% trichloracetic acid 
to the urine before mixing with the mer- 
curic nitrate reagent, reduces the acidity 
of the total volume of the test solution 
(urine plus reagent), and prevents some 
false positive tests. However, the 10% 
trichloracetic acid can not be pre-mixed 
with the mercuric nitrate reagent, since 
aqueous or alcoholic components, or even 
prolonged exposure to atmospheric mois- 
ture renders the mercuric reagent inef- 
fective for formation of the color complex 
with the phenothiazine drug metabolites, 
due to a rapidly proceeding hydration proc- 
ess. The mercuric nitrate reagent must 
therefore be stored in a tightly closed 
bottle. 

SUMMARY 


A specific urine color test for the pipera- 
zine-linked phenothiazine drugs (Compa- 
zine, Trilafon, Dartal, Stelazine, Prolixin, 
etc.) is reported, in which 1 ml. of urine 
is mixed with 1 ml. 10% trichloracetic acid. 
To this mixture 1 ml. of 1/1000 molar 
solution of mercuric nitrate in concen- 
trated hydrochloric acid is added. The 
resulting color is read within 30 seconds 
against a color chart showing 4 color in- 
tensities, marked from (+) to (+++-+), 
for daily drug doses from 10 to 125 mg. 


The test is suitable for semi-quantitative 
determination of Stelazine and Prolixin for 
the first few weeks of administration only, 
and thereafter should be used as a quali- 
tative test. 

No false negative tests were encountered 
in over 3000 urine specimens. Two percent 
false positive tests seen in control 
specimens are tentatively ascribed to bile 
metabolites arising from impaired liver 
function. Potential errors in the interpre- 
tation of these tests in case of simultaneous 
or previous intake of other phenothiazine 


drugs are discussed. 
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BREVITAL ANESTHESIA IN ELECTROCEREBRAL THERAPY 


EMERICK FRIEDMAN, M.D." 


In a recent preliminary report(1) Brevi- 
tal? was found to be an ultrashort acting 
intravenous anesthetic agent well suited for 
ambulatory electrocerebral procedures. Ra- 
pidity of action and recovery from an- 
esthetic effects were prominent, as well as 


1 497 State St., Albany, N.Y. 
2 Methohexital (Lilly) 


ease of administration and freedom from 
complications. Within the past year, 105 
patients have been given a total of 1,460 
electrocerebral treatments employing Brevi- 
tal as the preliminary anesthetic agent. A 
wide variety of electrocerebral treatments 
was administered. Anesthetic efficiency, 
ease of administration, freedom from com- 
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plications, compared favorably with thio- 
barbiturates. However, the duration of 
anesthesia was considerably shortened and 
treated patients returned home or to work 
from the office in less than half the time 
noted for other barbiturates. Minimizing 
the barbiturate effect was felt to have im- 
portance in evaluating this method. 

Similar, ultrashort anesthetic action was 
found in a series of 60 trials without electro- 
cerebral procedures. In the latter, Brevital 
was employed for narcosynthetic therapy 
and for induction of sleep during EEG 
studies. In all of this work there was noted 
an absence of unpleasant smell-taste ex- 
perience, frequently encountered with thio- 
barbiturates. 

It was concluded that Brevital was of 
distinct usefulness in ambulatory electro- 
cerebral and in narcosynthetic therapies as 
well as in procedures requiring very brief 
anesthesia. 


A satisfactory standardization for ECT 
work was developed. To each 500 mg. am- 
pule of Brevital, was added 30cc. distilled 
water and 10cc. doses of the solution were 
drawn in individual syringes. Immediately 
before administration, atropine sulphate, 
0,6 mg. and 20-30 mg. succinylcholine, in 
solution were added to the syringe. In- 
jection took 10 seconds. ECT (unidirec- 
tional) with resumption of respiration was 
completed in 60 seconds. Awakening oc- 
curred in 3-5 minutes with the patients out 
of bed, ready to leave in about 15 minutes. 

Prolonged electrocoma or electrostimu- 
lation at times required an additional 5- 
10ce. of Brevital solution (without suc- 
cinylcholine) and patients would frequently 
awaken at the end of 3-7 minutes. 
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CLINICAL RESULTS WITH NIALAMIDE (NIAMID) 
IN CHRONIC REFRACTORY MENTAL DEPRESSIONS 


FRANCIS A. GAGLIARDI, M.D." 


Sigmund Freud is universally accepted 
as the father of modern psychodynamic 
psychiatry. However, we sometimes lose 
sight of the fact that he was originally an 
organic neurologist. It is not hard to under- 
stand, therefore, why he is reputed to have 
said and written that beneath the super- 
structure of psychoanalysis, one day we 
would find the workings of the psyche ex- 
plainable in organic and biochemical terms. 
Most of us who have used electro-cerebral 
treatments of one type or another have 
come to fee] that the current causes some 
electrochemical change in some part of 
the brain. Possibly the biochemists and the 
neurophysiologists are at the threshold of 
the discovery of the “magic key” that will 
open the portals to the unknown workings 
of the psyche. Some of our more enthu- 
siastic pharmacologically-oriented psychi- 
atrists and some pharmaceutical houses 
would have us believe that we have al- 


1 Attending Psychiatrist Mary Immaculate Hospital, 
Jamaica, N. Y. 


ready passed beyond the threshold. How- 
ever, the writer feels that we still have 
quite a way to go down “Chemistry Road” 
before we have reached the goal. Never- 
theless one of the important signposts along 
the road is the new group of drugs called 
the mono-amine oxidase inhibitors and 
their use as antidepressants. They have 
been euphemistically called psychoener- 
gizers, a term originally credited to 
Freud(1). 

The first such drug was iproniazid. It 
proved to be quite successful as an anti- 
depressant. However, iproniazid was also 
highly toxic, especially to the liver, and 
has been incriminated in several fatalities. 
Naturally, there has been considerable in- 
terest in finding a suitable safe replace- 
ment. Nialamide? brought to my attention 
as a candidate with less toxicity and equiv- 
alent potency, has been used for the past 

2The author wishes to express his thanks to 


Charles Pfizer & Co. who supplied the Nialamide 
(Niamid) for this study. 
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6 months in a specially selected private 
group of chronic refractory depressions. 

Nialamide was given to 42 chronic de- 
pressed patients that the writer was 
thoroughly familiar with for 1 to 12 years. 
All had received one or more courses of 
ECT, and many were on maintenance ECT 
for several years. The criterion for success 
of the drug was the discontinuance of ECT 
entirely or the marked diminution of ECT 
administration to these hard core patients. 
In common with many psychiatrists who 
have given thousands of ECT, there is a 
desire to substitute a less hazardous and 
less formidable procedure. Despite the 
technique as described by Impastato( 2, 3), 
which makes the administration of ECT 
smooth and sophisticated as compared to 
the early days of “straight” ECT with 
resultant complications and fractures, we 
would rather avoid this type of treatment 
if an equally efficacious agent could be 
substituted. 

This study reveals that almost 80% of the 
refractory patients treated were improved 
on nialamide alone or nialamide combined 
with occasional ECT. The various types of 
depressions included both psychotic and 
neurotic categories. The results show that 
12 (29%) markedly improved (i.e. no fur- 
ther ECT necessary) 21 (50%) improved 
(i.e. the number of ECT was cut to at least 


half because the time interval between 
maintenance treatments was at least 
doubled), and 9 (21%) were unimproved. 
The patients who did not respond with 
this drug were those classified in the agi- 
tated depressed group. The drug effect is 
often slow in onset, requiring about 10 or 
12 days at a dose level of 75-100 mg. daily. 
Because of this, extreme caution should be 
used in depending on drug alone in highly 
suicidal patients. 

Nialamide showed no toxicity in any 
patient. Side reactions were few and minor. 
With many types of mental depressions it 
would be a safe drug in the hands of the 
average physician. It may be used alone 
or in combination with ECT, chlorproma- 
zine, meprobamate, barbiturates. The find- 
ings indicate that nialamide is a valuable 
addition to the group of mono-amine oxi- 
dase inhibitors commonly known as psy- 
choenergizers, and is extremely safe and 
free of toxicity. 
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SERUM OXIDASE ACTIVITY IN CHRONIC SCHIZOPHRENICS 
TREATED WITH TRANQUILIZING DRUGS 


LEO E. HOLLISTER, M.D.,1 AMEDEO S. MARRAZZI, M.D.? anp 
JESSE F. CASEY, M.D.* 


In recent years oxidation of N, N-di- 
methyl-p-phenylene-diamine (DPP) by 
serum has been studied extensively in 
schizophrenic and normal populations. 
Originally it was thought that elevated se- 
rum oxidase activity in schizophrenics 
might provide a biochemical diagnostic 
test(1). This belief has not been substan- 


1 Chief, Medical Service, VA Hospital, Palo Alto, 
Calif. 

2 Director, VA Research Laboratories in Neuro- 
psychiatry, Leech Farm Road, Pittsburgh, Pa. 

3 Director, Psychiatry and Neurology Service, VA, 
Washington, D. C. 


tiated by a number of observers. Either no 
essential difference between schizophrenic 
and normal populations in regard to oxidase 
activity was found or the overlap between 
groups was so great that the test was value- 
less for individual patients(2, 3). Even 
in schizophrenic patients having increased 
serum oxidase activity, this has been ex- 
plained as an artifact due to decreased as- 
corbic acid levels from marginal nutritional 
intakes(4, 5). 

Regardless of whether the test has any 
diagnostic value, it would be of interest if 
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serum oxidase activity reflected clinical 
changes in schizophrenics under treatment. 
An opportunity to study this aspect of se- 
rum oxidase activity was afforded during a 
large-scale cooperative study using double- 
blind controls(6). Chronic schizophrenics 
were treated with 5 phenothiazines (chlor- 
promazine, triflupromazine, proclorpera- 
zine, perphenazine, and mepazine) and 
phenobarbital. Measurements of clinical 
status were made prior to treatment and 
at the end of 5 and 12 weeks of drug 
therapy, using the Multidimensional Scale 
for Rating Psychiatric Patients (MSRPP). 
During the course of this study measures of 
serum oxidase activity were obtained on 
48 patients at times corresponding with the 
clinical evaluative measures. Most oxidase 
determinations followed the original Aker- 
feldt technique. A few were reported in 
which minor variations (smaller serum 
sample, longer incubation period, addition 
of buffer) were added. The distribution 
of cases by drug was reasonably even, 10 
having received proclorperazine, 8 triflu- 
promazine, mepazine, perphenazine, and 
phenobarbital, and 6 chlorpromazine. 

An attempt was made to correlate 
changes in serum oxidase activity with 
changes in the total morbidity score of the 
MSRPP. Calculations were made of the 
percentage change for both measures from 
the period of no drug treatment to the 5th 
and 12th weeks of treatment. A correla- 
tion was then made between the mean 
percentage changes of both measures. At 
the end of the 5th week there was no 
correlation at all. At the end of 12 weeks 
a weakly negative correlation was obtained 
(correlation coefficient = —.24) which was 
not significant. A further analysis of the 


data was made for each of the specific 
drug groups. In each case serum oxidase ac- 
tivity was decreased by treament with 
phenothiazine derivatives while slightly in- 
creased with phenobarbital. However, the 
differences between the mean changes be- 
tween the various drug groups were not 
significant. 

On the basis of this study it was con- 
cluded that changes in serum oxidase ac- 
tivity were not significantly correlated with 
clinical improvement in schizophrenic pa- 
tients treated with phenothiazine deriva- 
tives. Such changes as were noted in serum 
oxidase activity tended to be contrary to 
expectation, that is, reduction in total mor- 
bidity was accompanied by increased oxi- 
dase activity. No specific effects on oxidase 
activity due to pharmacologic actions of 
individual drugs could be shown, though 
there was a tendency for the phenothiazine 
derivatives to decrease activity somewhat. 
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In 1958 Jacoby(1) described a case of 
chronic paranoid schizophrenia of 15 years’ 
standing who had not responded to lobot- 
omy. She was given chlorpromazine, reach- 
ing a dose of 6,400 mg. daily to control her 
symptoms. This dose has now been cut to 
300 mg. daily (unpublished work) with- 
out recurrence of her symptoms. 

Further work(2) with phenothiazines in 
chronic maximally disturbed schizophrenics 
yielded some satisfactory results in doses 
of up to 10,000 mg. chlorpromazine daily 
and 2,000 mg. proclorperazine daily. 

Triflupromazine is a phenothiazine about 
three times as potent as chlorpromazine 
and it was decided to try its effects on a 
maximally disturbed chronic schizophrenic. 


Case History.—G.L.G. is a colored female 
who was born in 1913. Her early life is said 
to have been normal. 

In October 1950 she began to be seclusive. 
She became mute, resistive and refused to eat, 
losing 70 lbs. in weight. She was admitted to 
Central Islip State Hospital in June 1951 with 
the diagnosis of catatonic schizophrenia. She 
remained mute and blocked and was started 
on ECT in December 1951 with only tem- 
porary benefit. 

In September 1952 she made a homicidal 
attack on an attendant, trying to strangle her. 
Following this she continued to be compul- 
sively combative, manneristic, hallucinating 
and responding to her hallucinations. Permis- 
sion for lobotomy was refused by her relatives. 

In January 1955 she was started on serpasil 
with only slight improvement. She remained 
impulsively aggressive, broke windows on 
many occasions and made several attempts 
at suicide with broken glass. She stated that 
she heard the voice of her dead father, and 
tried to kill herself so that she could join him. 

In February 1957 she was started on chlor- 
promazine, building up to a dose of 3,200 mg. 
daily but remained confused, disoriented and 
combative. In May 1957 she turned over two 
television sets because voices from them were 
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talking to her and in doing so she severely 
injured another patient. She was started on 
regressive shock(3), receiving 32 electro- 
convulsive treatments in 8 days. 

She showed no improvement after this 
treatment and in August 1957 she was started 
on promazine, building up to a dose of 1,600 
mg. daily, with no observable benefit. 

In August 1957 she had several grand mal 
seizures (probably as a result of the ECT) but 
no abnormality was seen on the electroen- 
cephalogram. She was started on dilantin gr. 
1% t.id. because of this. 

In December 1957 the patient was started 
on triflupromazine, gradually increasing the 
dose until a level of 1,000 mg. q.i.d. was at- 
tained. At this level she was in fair contact 
with her environment, for the first time in 
many years. She was friendly and sociable and 
her productions were coherent and spontane- 
ous but rather fragmentary. She denied hal- 
lucinations but could sometimes be seen talk- 
ing to herself and addressing non-existent 
people. By June 1958 she had improved suf- 
ficiently to be given parole of the hospital 
grounds. Her family were very satisfied with 
her condition and wished to take her home 
overnight, although in the opinion of her 
physician she was not yet well enough. 

Table 1 shows the blood level two hours 
after each dose of triflupromazine. The patient 
weighed 80 kg. so the dose of 1,000 mg. was 
equivalent of 12.5 mg. triflupromazine per kg. 
body weight. 

At no time while receiving medication at 
this level did she show any signs of Parkin- 
sonism, liver damage, blood dyscrasias or hy- 
potensive attacks. 

She was maintained on 4,000 mg. triflupro- 
mazine daily until February 1959, when she 
accidentally set fire to herself while lighting 
a cigarette. This resulted in severe third degree 
burns, from which she died two months later. 
At autopsy her liver was normal. 


DISCUSSION 


This patient showed a response to tri- 
flupromazine in very high doses after hav- 
ing been refractory to all other treatment. 
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Time 
triflupromazine 
micrograms 


triflupromazine 
per ml plasma 


triflupromazine 
sulfoxide 
per ml plasma 


7 pm 9pm ll pm 


1000mg. 


At no time did she show any side effects. 

The blood levels are probably of little 
value in assessing the effects of the pheno- 
thiazines. The reason for suggesting this is 
that certain side effects such as Parkinson- 
ism may continue for a considerable time 
after the administration of the drugs has 
ceased, and when no apparent drug level 
can be found in the blood. Smith(4) states 
that after oral doses of 20 mgs. of triflupro- 
mazine per kg. of body weight in dogs he 
has been unable to find detectable levels 
of triflupromazine in the plasma two hours 
later, 

It should be appreciated that there is no 
top level of dosage with the phenothiazines. 
This class of drugs should be regarded like 
insulin, in that the average diabetic re- 


quires less than 40 units of insulin daily 
but the resistant case may need many hun- 
dreds. 
SUMMARY 

A case is presented where a dose of 
4,000 mg. triflupromazine daily was re- 
quired to control a chronic schizophrenic. 

I wish to thank Dr. Charles I. Smith of 
The Squibb Institute for determining the 
plasma levels of triflupromazine. 
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DR. PLINY EARLE (1809-1892) 


ERIC T. CARLSON, M.D., anp LILIAN PETERS, A.B." 2 


We celebrate this year the sesquicenten- 
nial anniversary of the birth of a great 
American President, Abraham Lincoln. The 
American Psychiatric Association can ob- 
serve a similar celebration in remembering 
the anniversary of the birth of two of its 
founders : Thomas S. Kirkbride and Pliny 
Earle. It seems only appropriate this month 
to review briefly the life of Pliny Earle, 
who was born on December 31, 1809, in 
Leicester, Massachusetts, one of the 9 chil- 
dren of a Quaker family. From his father, 
young Pliny learned about manufacture, 
agriculture and carpentry, and thereby 
gained valuable « :perience for his later 
work in hospital administration. In 1826, 
after completing his preliminary education 
in Leicester, he enrolled at the Friends’ 
School in Providence, Rhode Island. He 
remained there as a teacher from 1829 
through 1835, being appointed principal the 
last year. As early as 1832 Earle began to 
study medicine; in 1835 he entered the 
University of Pennsylvania Medical School 
and received his degree in 1837. He decided 
to continue his education in Paris and 
combined this objective with an extensive 
European trip through 1837 and 1838. 

Earle was well received in English Quak- 
er circles, and here learned more about 
the York Retreat through his conversations 
with Samuel Tuke. Throughout his journey 
he visited various mental hospitals and met 
several workers in the field, including 
Esquirol and Leuret. It appears that his 
interest in psychiatry antedated his trip, 
for not only had a beloved cousin suffered 
from mental illness, but his medical school 
thesis dealt with insanity. He had been 
fascinated, moreover, watching Dr. Samuel 


1 Department of Psychiatry of the New York 
Hospital (Payne Whitney Clinic)—Cornell Univer- 
sity Medical College, New York, N. Y. 

2 This investigation was supported in part by a 
Research Grant (M-2146) from the National Institute 
of Mental Health, U. S. Public Health Service. 


B. Woodward treat the patients at the 
Worcester State Hospital. 

On his return to America in 1839 Earle 
opened an office for general practice in 
Philadelphia, but in the summer of the 
following year he gave up his practice in 
order to become resident physician at the 
Friends’ Asylum in Frankford. He remained 
there until 1842; in 1844 he accepted the 
superintendency of the Bloomingdale Asy- 
lum in New York City. During the ensuing 
years he developed an excellent moral 
treatment program at Bloomingdale and 
thereby strengthened the status of the 
physician-superintendent. In 1849, during 
a period of mental depression, he again 
went abroad. The years following his return 
to America he spent in a desultory fashion. 
Until 1852 he lived in retirement at Leices- 
ter, but during the next two years he main- 
tained a consultative practice in New York 
City and served on the board of visiting 
physicians to the City Lunatic Asylum on 
Blackwell’s Island. Because of ill-health 
he returned to Leicester in 1854 and re- 
mained there for the next 10 years. In 1856 
Dr. Charles N. Nichols, chief of St. Eliza- 
beths Hospital, invited him to Washington, 
and during the Civil War, after the U. S. 
Sanitary Commission did not accept his 
proferred services in 1862, he assisted Dr. 
Nichols as chief of the male wing of the 
hospital. 

Finally, in 1864, Earle assumed the man- 
agement of the Northampton State Hospital 
in Massachusetts. Intended for chronic 
cases, mainly the foreign pauper insane, it 
had been badly—and expensively—operated 
previously. Earle’s administrative ability, 
his frugality, and his love of order and 
discipline soon achieved a striking trans- 
formation. He instituted a dynamic activity 
program based on patients’ labor, and the 
hospital ceased to be a liability to the 
state. It became an example (although 
history may not record it as the best one) 
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of what economical and efficient manage- 
ment could accomplish. In addition to im- 
proving the hospital’s administration Earle 
also bettered its therapeutic programa : when 
the state instituted a boarding-out plan in 
1885 most of the suitable candidates were 
found in Earle’s hospital, evidence that 
many of his patients achieved virtual re- 
covery. 

Besides psychiatry, three other themes 
predominate in Earle’s life: teaching, writ- 
ing, and a liking for mathematics. He was 
one of the earlier teachers of psychiatry in 
this country; in 1853 he lectured on in- 
sanity at the College of Physicians and 
Surgeons in New York, while in 1863 he 
was appointed Professor of Psychologic 
Medicine at the Berkshire Medical Institute 
in Massachusetts. 

He was apparently one of the first in 
America to offer a course of educational 
lectures to psychiatric patients, reportedly 
giving one while still a resident at the 
Friends’ Asylum. It is known that he de- 
livered an elaborate series of lectures at 
the Bloomingdale Hospital, treating such 
various subjects as : travel in Europe, phy- 
siology, electricity, chemistry, and poetry. 
He lectured to patients at St. Elizabeths 
Hospital during the Civil War, and later at 
Northampton he continued his illustrated 
course, which was attended by approxi- 
mately half the patients and included 6 
lectures on the brain and mental disorders. 

Allied to his desire to teach was his 
inclination to write. Although he never 
obtained a reputation for literary charm 
he worked conscientiously from his careful 
study and observations. Like teaching, writ- 
ing was part of the family tradition: an 
elder brother published a Worcester news- 
paper and his mother loved and composed 
poetry. Earle is reputed to have published 
poetry while he was in his teens, and in 
later years he submitted poems to a number 
of publications and corresponded with 
Edgar Allan Poe. Finally in 1841 his col- 
lected poems were published in a work 
entitled Marathon. 

Earle’s professional writings dealt mainly 
with psychiatry and related subjects. A 
portion of his graduation thesis appeared in 
the American Journal of Medical Sciences, 


while his report of his visit to the European 
asylums was issued in 1841. Such reviews 
of hospital practice were to represent the 
bulk of his published writings. After a 
second trip through Europe he wrote a 
more extensive study treating the institu- 
tions in Prussia, Austria, and Germany. 
Perhaps his most famous medical article 
was one denouncing bloodletting, which 
appeared in 1854. Earle is best remem- 
bered, however, for his studies on the 
curability of insanity, and it was this work 
on which he wished to base his reputation 
for posterity. 

His statistical bent was evident as early 
as 1833, when he analyzed the types of 
spelling errors found in his students’ work. 
He used statistics somewhat in his gradua- 
tion thesis and more extensively in his 1848 
history of the Bloomingdale Asylum, in 
which he first pointed out that “cured” 
patients who relapsed were often admitted 
as “new” cases. He participated in assessing 
the U. S. census figures for 1860 and soon 
afterwards he induced Dr. Nichols to intro- 
duce a new form of registration at St. Eliza- 
beths which was reportedly both exhaustive 
and exhausting. Through his influence simi- 
lar forms were introduced into the Mas- 
sachusetts system in 1880. In 1876 he 
initiated his campaign against the deceptive 
system of reporting recovery throughout 
the country, finally publishing his famous 
book on the curability of insanity in 1887. 
J. S. Bockoven has well pointed out the 
negative influence of this work and has 
demonstrated that Earle himself misused 
statistics in order to prove his point. 

Earle helped to found the American 
Psychiatric Association and was active in 
its affairs over the years, serving as its 
President in 1884-1885. In the latter year 
he also resigned his position at Northamp- 
ton but accepted the state’s offer of an 
apartment there and thus continued his 
bachelor life at the asylum which he had 
served for 20 years. He busied himself 
with his correspondence and his magnum 
opus, a genealogy of the Earle family, until 
he died on May 17, 1892, leaving over half 
of his $100,000 estate to philanthropic 
causes. 
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COMMENT 


THE LAND OF INSULIN ADDICTION 


Not 1,000 miles from here is a coun- 
try called Ladekspiel where taking in- 
sulin is a crime. In Ladekspiel it is said 
that there is no such disease as diabetes. 
Any person who suffers from it really needs 
nothing more than will-power to control 
his diet. People who take insulin are con- 
sidered addicts. The sale or use of insulin 
is severely penalized. 

Some soft-hearted people say that the 
insulin addict can not help himself and that 
if he does not take his insulin he will die. 
Most respectable people however consider 
this nothing but the whining of man with- 
out will-power. Since the insulin addict 
does not want to die he has to get insulin 
any way he can. Because it is illegal to 
sell it, the vendors charge enormous prices. 
The insulin addict has no lawful way of 
getting enough money to keep himself in 
supply. So he will steal and commit other 
crimes to get money to buy enough insulin 
to stay alive. When he is caught he is sent 
to prison both for the stealing and for the 
addiction which caused it. Thus in Ladek- 
spiel, a high proportion of all insulin addicts 
are also criminals. This confirms the conten- 
tion that insulin addiction is just a matter 
of bad character. 

The law recognizes that insulin is medi- 
cation in schizophrenia and that it is as an 
appetite stimulant. Accordingly doctors are 
permitted to prescribe insulin for these con- 
ditions. Indeed they may prescribe it for 
any condition other than diabetes. If a doc- 
tor prescribes insulin for diabetes, it is 
held that he is pandering to an evil habit. 
The doctor can then be sent to prison. 

There are two large medical societies in 
Ladekspiel. One is the Ladekspiel Organ- 
ization of Physicians, commonly abbreviat- 
ed LOP. The smaller organization is the 
Medical Academy of the Nation commonly 
abbreviated MAN. In the opinion of LOP, 
no doctor should prescribe insulin for dia- 
betes. They say that diabetes is an imagi- 
nary disease and that a doctor who tries 
to treat a diabetic for insulin is helping to 
support the underworld. The MAN on the 


other hand, believes this is a medical matter 
and that it should be determined by med- 
ical research whether diabetes exists or is 
just a matter of will-power. All respectable 
physicians belong to LOP and are afraid 
to become involved in the controversy. 

To track down insulin addicts and people 
who sell insulin, special squads have been 
organized by the police. In one big city, 
the Captain in charge of this squad has an 
illustrated lecture showing how people 
commit crimes and women sometimes sell 
their boaies in order to get money enough 
to buy insulin. This lecture is called “The 
Perils of Insulin Addiction.” In another big 
city the Lieutenant in charge of the squad 
is urging a new law which would require 
that all people who are addicted to insulin 
be put to death at once. It is argued that 
this evil problem would be solved once 
and for all because then there would be no 
further demand for insulin and the illegal 
business would fall off. Some members of 
the MAN believe that even if this were 
done, some children would be born into 
the next generation who would need insulin 
to keep alive. Most respectable authorities 
say that this is nonsense. 

There is much argument as to whether 
people become insulin addicted through 
weakness of character or through bad 
companions. There is also controversy as 
to whether addicts take insulin because it 
makes them feel good or whether they take 
it to prevent the ill effects of being without 
it. It has been reported that when an insulin 
addict goes without insulin he devolops a 
variety of symptoms and sometimes be- 
comes unconscious. In the opinion of most 
respectable people, however, this uncon- 
sciousness is a mere pretense : an effort to 
win sympathy and get a shot of insulin. 
They are not fooled by it. 

The forces of virtue and respectability 
have finally won and the government has 
created the “Squad for Insulin Management 
and Policing” affectionately abbreviated 
SIMP. The SIMP has been sworn to a 
crusade dedicated to wiping out the insulin 
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evil. The parliament (which, in Ladek- 
spiel, is called the Diet) has passed a law 
which imposes savage penalties on anyone 
who is found to have a hypodermic syringe 
in his possession or anything which could 
be used as a hypodermic syringe such as 
a test tube, an eyedropper, or equipment 
for developing photographic films. The as- 
sumption is that anyone who has a hypo- 
dermic syringe in his possession is an in- 
sulin addict unless proved otherwise. The 


law also provides 5 year minimum sen- 
tences for selling insulin, buying insulin, 
using insulin or making a public statement 
to the effect that insulin might be neces- 
sary for certain people. 

It is now expected that as the new law 
is vigorously enforced, peace and justice 
will descend upon Ladekspiel and that 
this evil will finally be controlled. 

Henry A. Davidson, M.D., 
Cedar Grove, N. J. 


SOCIALISM 


Socialism is contrary to human nature. 


Socialism is inseparably interwoven with totalitarianism and the abject worship of 


the State. 


No socialist system can be established without a political police. 
Socialism is the philosophy of failure, the creed of ignorance and the gospel of envy. 
—CHUR 


CHILL 
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Editor, Tue AMERICAN JOURNAL OF Psycut- 
ATRY : 

Sm: I have studied Dr. DuBois’ paper 
with great interest. I believe however that 
no paper concerned with this matter, is 
complete without the basic research done 
by Wilhelm Fliess who devoted a lifetime 
to the investigation of periodicity in ani- 
mals, human beings and plants, in health 
as well as in sickness. The result of his re- 
search is called: “Fliessche Perioden- 
rechnung.” His publications started with : 
Wilhelm Fliess, Der Ablauf des Lebens. 
Grundlegung zur exacten Biologie, 1906 
followed by : Vom Leben und vom Tode, 
1916, Das Jahr im Lebendigen, 1919. Many 
authors have continued to expand Fliess’ 
theory of periodicity. I recommend the 
book by Wilhelm Schlieper, Der Rhythmus 
des Lebendigen. Zur Entdeckung von Wil- 
helm Fliess, 1909 ; for authors who are well 
versed in bio-statistics and mathemathics 
there is enjoyable intellectual calisthenics 
available : Grundzuege der Fliesschen Pe- 
riodenrechnung von Richard Pfennig, 1918. 

According to Fliess, life on our planet 
is bound to a fundamental biological unity 
of measure: a male period of 23 and a 


Editor, THE AMERICAN JOURNAL OF Psycut- 
ATRY : 

Sm: I am pleased that Dr. Lanzkron 
has directed the attention of readers of 
the Journal to the work of Fliess on the 
subject of periodicity. The studies of the 
authors to whom Dr. Lanzkron refers, as 
well as the contributions of other early 
investigators, could not be included in a 
review which was limited, as stated, to 


CORRESPONDENCE 


RHYTHMS, CYCLES AND PERIODS IN HEALTH AND DISEASE 


REPLY TO THE FOREGOING 


female period of 28 days which are the 
“lifetime unities” (Lebenszeiten der Ein- 
heit ) of the male respectively female living 
substance. Fliess’ theory was derived from 
biological observation, starting with the 
menstrual cycle ; then he found his theory 
confirmed in his studies of the maturational 
periods of child development. Birth and 
death of human beings and animals, studies 
in botany with observation of budding, 
blossoming and fading of plants, peri- 
odicities in the development and solution of 
pathological processes in human beings 
were so often expressed in multiples of 
28 and 23 days, that he finally started to 
interpret also the uneven figures which 
did not fit his theory by combining the 
23 resp. the 28 figure, claiming intuitively 
that human beings are originally bisexual 
in their “anlage.” 

Although Fliess has not solved the prob- 
lem of periodicity he surely has shown the 
way. It is impossible in a short letter to 
give more than a vague idea about the 
“Fliessche Periodenrechnung.” 


John Lanzkron, M.D., 
Middletown, N. Y. 


“current thinking” about certain periodic 
activities. 

It is hoped that Dr. Lanzkron’s remarks 
will prompt others to comment on the in- 
teresting and voluminous literature per- 
taining to periodicity. 

Franklin S. DuBois, M.D., 
Silver Hill Foundation, 
New Canaan, Connecticut. 
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FUNKENSTEIN TEST 


Editor, Tat AMERICAN JOURNAL OF PsycHI- 
ATRY : 

Sm: A clinical note in the July, 1959 
issue of the AJP, Drs. Braun & Rettick pre- 
sent “A Study on the Value of the Funken- 
stein Test as an Indicator of the Effective- 
ness of Ataractic Drugs.” They present their 
findings with 30 patients, given the me- 
cholyl and epinephrine test described by 
Funkenstein, who were subsequently placed 
on chlorpromazine and reserpine. 

They state that the patients were rated 
according to the blood pressure responses 
as described by Funkenstein et al. in the 
AJP, July 1949. 

In spite of their claims, they do not 
place the patients in the 7 groups described 
by Funkenstein. They do not describe what 
they mean by “mecholy] sensitive” and “epi- 
nephrine sensitive” patients (these phrases 
were not used by Funkenstein). Nor do 
they indicate what they mean in referring 
to their amazing group of subjects who 
showed “No response to Funkenstein Test.” 
Equally provocative is that they found no 
patient who was “sensitive” to both mech- 
olyl and epinephrine. 

Allowing for these deviations from Fun- 
kenstein’s grouping classifications, how- 
ever, and jumping right to the presentation 
of the results and conclusions, we come to 
the crux of my discontent. The authors, in 
summarizing their results, submit the fol- 
lowing conclusion : “the test offers no prog- 
nostic indicator as to the clinical effective- 
ness of the two drugs tested.” 

A careful look at the table presented 


gives glaringly obvious evidence that the 
opposite conclusion should have been prof- 
ferred for in every case patients who made 
improvement on either chlorpromazine or 
reserpine had shown “no response to Fun- 
kenstein Test.” All patients exhibiting any 
response at all to the Funkenstein Test 
made no improvement when placed on 
drugs. Thus the test was 100% accurately 
prognosticative. 

Theoretically, one should expect that 
this inverse relationship might occur in- 
asmuch as those patients who fall into a 
Funkenstein grouping that augurs well for 
EST are mainly patients with depressive 
symptoms. These patients do not respond 
best to “tranquilizing” drugs. Patients who 
do not have a favorable Funkenstein test 
are more usually the agitated, disturbed 
type who respond to “tranquilizing-seda- 
tive” compounds. 

Such a finding is of tremendous value to 
psychiatry, for if this finding is amplified 
and verified, we now have an objective 
criterion for predicting drug therapy out- 
come. 

It will be interesting to see if the Funken- 
stein Test can be useful in predicting ther- 
apy outcome for those patients placed on 
“antidepressant” medications. Funkenstein 
does state that the autonomic grouping 
should predict clinical response regardless 
of therapy used. 

Alberto DiMascio, 
Principal Investigator, 
Psychopharmacology Research Project, 
Mass. Mental Health Center. 


REPLY TO THE FOREGOING 


Editor, Tue AMERICAN JOURNAL OF Psycui- 
ATRY : 

Sir: We appreciate the opportunity to 
answer Dr. DiMascio’s letter. 

Dr. DiMascio finds the test 100 percent 
accurately prognosticative. We looked at 
the results from a different angle: eight 
out of twelve patients with a no response 
improved with ataraxics (66.6%). 

Apparently our conclusions were not 
clearly stated. We found that the Funken- 
stein test offered no prognostic indication 
to distinguish between chlorpromazine and 


reserpine as to their clinical effectiveness. 

Epinephrine sensitive means marked 
blood pressure response (rise), mecholy] 
sensitive means marked blood pressure fall, 
both described in the paper by Funkenstein 
et al. (Am. Psychiat., July 1949). No res- 
ponse meant to us no marked change in 
blood pressure. 


Manfred Braun, M.D., 
Seymour Rettick, M.D., 
VA Hospital, 
Bronx, N. Y. 
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REPORT OF THE SPEAKER OF THE ASSEMBLY OF DISTRICT 


BRANCHES TO THE MEMBERS OF THE AMERICAN PSYCHIATRIC 
ASSOCIATION REGARDING THE PROPOSAL TO AMEND THE 


The accompanying proposals to amend 
the constitution and by-laws represent a 
major step in the growth of your APA. 
The Parliamentarian, Dr. Henry A. David- 
son; has prepared the attached memoran- 
dum and the Speaker has been directed by 
the Executive Committee to write this 
explanation. 

At present all new applications for mem- 
bership in the American Psychiatric Asso- 
ciation are handled by the Membership 
Committee. In recent years it has been 
swamped by the ever-increasing numbers 
-of applications. The constitutional changes 
embodied in Proposal 1 permit District 
Branches wishing to do so to assume the 
function of processing new applications 
for membership or associate membership 
arising in their local geographical areas. 
Acceptance by the local District Branch 
automatically means APA membership. 
This is similar to the process whereby 
acceptance for membership in a county 
medical society confers membership in 
the state medical association and American 
Medical Association. 

Proposal 1 also indicates that, where no 
District Branch exists or where the Dis- 
trict Branch does not choose to process the 
membership applications, the Membership 
Committee will continue this function. If 
an applicant is rejected by a District Branch 
his right to appeal is embodied in section 
15. 

Proposals 2 and 3 are similar in almost 
every respect. They contain the regulations 
for the organization of District Branches 
(section 1), membership (section 2), pro- 
cessing of APA membership applications 
(section 3), jurisdictional adjustments (sec- 
tion 4). The remaining sections embody the 
general rules governing the functioning of 
the District Branch. 

However, if section 2 is compared in 
Proposals 2 and 3 there is a difference. 


CONSTITUTION AND BY-LAWS 


Proposal 2 states the District Branch “may 
elect as Affiliates, physicians . . . who are 
not eligible for membership in the Branch”. 
In Proposal 3 this statement is entirely 
absent. Proposal 2 was the recommendation 
of the APA Executive Council while Pro- 
posal 3 was added on the written petition 
of a group of APA members. Paradoxically 
whether you vote on Proposal 2 or 3 the 
result will be the same, namely, that the 
requirements for membership in a District 
Branch will be the same as for member- 
ship in this Association. Dr. Davidson has 
indicated in his memorandum the implica- 
tions of these two proposals. Simply stated, 
an affirmative vote for Proposal 2 would 
mean that you are favorably disposed to 
those District Branches wishing to do so 
having non-psychiatrists (neurologists, pe- 
diatricians, general practitioners, internists ) 
participate in the District Branch activities 
although without membership status. As 
mentioned, some 10 District Branches have 
a category of Affiliates. These are not Affili- 
ate Members. An Affirmative vote for Pro- 
posal 3 would not interfere with District 
Branches having Affiliates since as stated 
by Dr. Davidson, “Proposal 3 would not 
expel the present affiliates—it would merely 
fail to write them into our by-laws.” 

The writer, as Speaker of the Assembly 
of District Branches, hopes that you will 
vote affirmatively on Proposal 1. This repre- 
sents the “coming of age” of the District 
Branch development in the American Psy- 
chiatric Association. An affirmative vote 
on either Proposal 2 or 3 will provide the 
rules under which the District Pranch 
will function in relation to the APA. 


Respectfully submitted, 

Alfred Auerback, M. D., 

Speaker, 

Assembly of District 
Branches 
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EXPLANATORY MEMORANDUM ON PROPOSALS TO AMEND 
THE CONSTITUTION AND BY-LAWS 


The ballot carries three propositions, 
numbered 1, 2, and 3. Number 1 would 
amend the Constitution by processing most 
new membership applications through the 
District Branch. Read sections 14 and 15 
to see how that works. If an applicant 
lives outside the area of a Branch, the 
present method of election would still apply 
—see section 13. 

If you vote “yes” on proposal number 1, 
you favor the plan of processing new appli- 
cations through the District Branch if one 
has jurisdiction. 

If you vote “No” on proposal number 1, 
you favor continuing the present system of 
election “at-large” with the Branch serving 
in an advisory capacity. Note: An amend- 
ment to the By-Laws is needed to effect 
proposition 1 because that proposition re- 
fers to V.3. of the amended By-Laws. If 
you vote “No” above, then you must also 
vote “No” on proposal 2 and “No” on 
proposal 3. If you vote “Yes” on proposal 
1, then you must vote “Yes” either on 
proposal 2 or proposal 3 (but not both). 

Numbers 2 and 3 are proposed amend- 
ments to the By-Laws. The two proposals 
are identical except in this respect : Under 
proposal number 2, “A District Branch 
may elect, as Affiliates, physicians . . . who 
are not eligible for membership. Affiliates 
are not members and will be ineligible to 
vote or hold office.” Proposal number 3 is 
silent about this and simply says “Require- 
ments for membership in a District Branch 
will be the same as for membership in the 
APA.” 

If you voted “No” on proposal number 1, 
you must vote “No” on both #2 and #3. 

If you voted “Yes” on proposal number 1, 
you must vote “Yes” on either #2 or #3. 

You cannot vote “Yes” on both #2 and 
#3 since #3 deliberately omits a sentence 
that is found in #2. 


What is the meaning of the difference 
between #2 and #3? Proposition number 
2 was endorsed by the APA Council. This 
is the one which permits “Affiliates.” Some 
ten District Branches already have Affil- 
iates. Proposition number 3 originated 
by petition. It is silent about Affiliates. 

The arguments in favor of permitting 
affiliates are (1) Since Affiliates must be 
physicians, there is no danger of laymen 
identifying themselves with organized psy- 
chiatry under this provision; (2) It per- 
mits neurosurgeons, neuropathologists, pe- 
diatricians and psychosomatically oriented 
physicians to take part in our activities— 
though not to vote; (3) Rejection of pro- 
posal 2 would mean open repudiation on 
nonpsychiatrists already affiliated with ten 
District Branches; and (4) Welcoming 
other M.D.’s will reinforce psychiatry’s 
identification with medicine. If you feel 
this way, vote yes on proposal 2 and vote 
no on proposal 3. 

Those who prefer proposition 3 say that : 
l. A psychiatric organization must not 
recognize participation by nonpsychia- 
trists; 2. The other M.D.’s can certainly 
attend scientific programs as guests, but 
should not be formally recognized as or- 
ganic elements of the Branch ; 3. Proposal 
3 would not expel the present affiliates—it 
would merely fail to write them into our 
By-Laws ; and they are not recognized in 
our By-Laws now anyway; and 4. We 
should not have different standards for 
Branch and APA membership. If you agree 
with these points, vote no on proposal 2 
and vote yes on proposal 3. 

If you voted no on proposal 1, you must 
vote no on both 2 and 3 because proposal 
1 cannot work unless either 2 or 3 is 
adopted. 

If you voted yes on proposal 1, you must 
vote yes either on #2 or #3 but not both. 
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PROPOSALS TO AMEND THE CONSTITUTION AND BY-LAWS 


ProposaL NuMBER 


Article III, section 3 of the constitution is 


amended by adding to the fifth sentence 
which now reads : “It shall be the duty 
of this committee to make a report and 
recommendation to the Council on 
every application for every class of 
membership” the following clause : 
“... except as hereinafter provided.” 


There are then added to Article III of the 


Constitution, four new sections as fol- 
lows : 

. When an application for Membership 
or Associate Membership is received 
from a person who has never before 
belonged to this Association, the Sec- 
retary will determine and certify that 
the applicant does, or does not, reside 
in an area under the jurisdiction of a 
District Branch approved for the pur- 
pose of processing membership appli- 
cations, as provided under Article V, 
Section 3 of the By-Laws. If the appli- 
cant does not reside in such an area, 
the provision of Section 13 below will 
apply. If he does, the provisions of 
Section 14 will apply. 

. If the applicant does not reside in an 
area under jurisdiction of a District 
Branch, the application will be for- 
warded to the Membership committee 
of this Association which will survey 
it and report thereon to Council. If 
Council approves, the application will 
then be submitted to vote by the voting 
members of the Association at an An- 
nual or Special Meeting. In its recom- 
mendation, Council will determine the 
appropriate grade of membership. 

. If the applicant resides in a locality 
under the jurisdiction of a District 
Branch approved for the purpose of 
processing membership applications, as 
provided under Article V, Section 3 of 
the By-Laws, the application will be 
forwarded to the Secretary of that 
Branch and the applicant so notified. 
If the applicant is elected to member- 
ship in the District Branch, this will, 
without further process, make him a 
member of the American Psychiatric 
Association in the grade certified as 


appropriate by the Secretary of the 
Association in consultation with the 
Membership Committee of the Associ- 
ation. If the applicant is rejected by 
the District Branch, he may, within 90 
days of being notified, appeal to the 
Membership Committee of the Amer- 
ican Psychiatric Association. If no such 
appeal is filed within that time, his 
name will be withdrawn from further 
consideration for membership, without 
prejudice to his right to initiate a new 
application a year or more after the 
rejection. 


. If a rejected applicant, under the pro- 


vision of Section 14 above, appeals to 
the Membership Committee of the 
American Psychiatric Association, this 
Committee will investigate the matter, 
obtaining from the District Branch the 
reasons for the rejection. If the appli- 
cant wishes, the Membership Commit- 
tee will grant him a personal hearing 
without expense to the Association. The 
Membership Committee will then make 
a recommendation to Council. Repre- 
sentatives of the District Branch will 
be invited to appear at the Council 
Meeting where the matter will be de- 
termined. If the Council so decides, the 
name may be submitted to the general 
membership for dispositive action ; or 
the rejection of the District Branch may 
be sustained. If the applicant is elected — 
in spite of the rejection by the Branch, 
he will become an at-large member of 
the Association and not a member of 
the District Branch. 


ARE YOU IN FAVOR OF THE PRO- 


POSED AMENDMENT TO THE 
CONSTITUTION, PROPOSAL Num- 
ber 1? 

No 


ProposaL NuMBER 2. 


Article V of the By-Laws is rescinded and 


in its place the following is inserted : 


Article V: 
1. When a group of not less than twenty 


members, (not more than 20% of whom 
may be Associate Members), residing 
in a contiguous geographical district 
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covered by the American Psychiatric 
Association, desire to create a District 
Branch, they will proceed in the fol- 
lowing manner. They will submit to the 
Recorder of the Assembly of District 
Branches a petition personally signe.J 
by the proposed charter members, to- 
gether with a proposed Constitution 
and By-Laws of the Branch, proposing 
the designation by which it would be 
known and requesting a specific geo- 
graphical jurisdiction. The Assembly 
will consider the application and make 
report and recommendation to the 
Council. If the Council approves, the 
proposal will be submitted to the gen- 
eral membership of the American Psy- 
chiatric Association for disposition ; if 
approved by a majority of the members 
voting, the District Branch will be 
created. 

. Requirements for membership in a 
District Branch will be the same as for 
membership in this Association. A Dis- 
trict Branch may elect, as Affiliates, 
physicians practicing or residing in its 
geographical area, who are not eligible 
for membership in the Branch. Affili- 
ates are not members and will be in- 
eligible to vote or hold office in the 
Branch. 

. A District Branch shall be considered 
as approved for the purpose of process- 
ing American Psychiatric Association 
membership applications when its geo- 
graphical boundaries have been clearly 
defined in its approved constitution and 
after certification by its officers to its 
willingness and ability to serve in this 
capacity has been received by The 
Secretary. Such status may be rescinded 
by written request signed by the Pres- 
ident and Secretary of the District 
Branch and approval by Council or 
upon recommendation of the Chair- 
man of the Membership Committee 
with the concurrence of the Assembly 
and Council. 

. If the creation of a new District Branch 
requires an alteration in the jurisdic- 
tional area of an existing District 
Branch, and such change is agreed 
upon by the existing District Branch, 
such fact shall be communicated to the 


Assembly by a letter from the Secretary 
of the existing District Branch addressed 
to the Recorder of the Assembly. If such 
alteration is objected to by the existing 
District Branch, representatives of both 
groups will be invited to attend and 
discuss the matter when it is consid- 
ered by the Assembly and by the 
Council. The Assembly will make 
recommendations to Council and Coun- 
cil will make recommendations to the 
Membership of the American Psychi- 
atric Association at an Annual or Spe- 
cial Meeting concerning final disposition 
of the matter according to majority 
vote. 

. Each District Branch will elect its 
officers, arrange its programs, and pro- 
vide for its own expenses. District 
Branch Officers shall enter upon their 
duties at the close of business at the 
Annual Meeting of the American Psy- 
chiatric Association next following 
their election. 

. Each District Branch shall select from 
its membership a representative who 
shall be elected by the Branch at such 
time, in such a manner, and for such 
term as the members of the Branch 
shall determine. (Balance continues as 
now written under Article V, Section 2 
of the By-Laws. ) 

. The relationship between the Assembly 
of District Branches and the individual 
District Branch shall be regulated by 
the provisions of the Procedural Code 
as adopted by the Assembly of District 
Branches. 


ProposaL NuMBER 3. 


This is identical with Proposal Number 2, 
except that V.2, would read : 

2. Requirements for membership in a 

District Branch will be the same as for 
membership in this Association. 


NOTE : You can not vote for both Num- 
ber 2 and Number 3 as they are reciprocal- 
ly exclusive. Proposal Number 2 says that 
a District Branch may “elect as Affiliates, 
physicians . . . who are not eligible for 
membership. Affiliates are not members and 
will be ineligible to vote or hold office.” 
Proposal Number 3 omits this. 

You may, of course, vote “No” on both ; 
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but you may not vote “Yes” on both. Are you in favor of Proposal Number 3 
Are you in favor of Proposal Number 2 (which is silent about Affiliates ) ? 
(which permits Affiliates) ? _Yes on Number 3 
_______Yes on Number 2 ______No on Number 3 

______No on Number 2 (See explanatory memorandum ) 


WAR PSYCHIATRY 


Psychiatrists are much better informed about people’s weaknesses than about 
their strengths. 


World War II had a rate [of rejections for emotional disorders] eleven times as great 
as World War I. Since there is no basis for believing that the emotional state of the 
American public has declined during a generation when its health and educational 
levels were improving, the only tenable explanation for this tremendous rise in the 
rejection rate was the establishment of a new criterion, reflecting a new philosophy of 
screening. 


During the early part of World War II the Army made its selection standards higher 
than would otherwise be necessary by insisting that all men had to be convertible 
into infantrymen, even though no more than two out of five servicemen would eventually 
serve in ground combat units. This doctrine of maximum convertibility is largely 
responsible for the fact almost one million men were rejected on psychiatric grounds. 


We believe that screening tried to do too much and therefore was largely ineffective. 
—E.1 Grvzserc, Pu.D., and Associates 
(The Lost Divisions, 1959) 


The worth of the state, in the long run, is the worth often of the individuals com- 
posing it ; and... . a state which dwarfs its men, in order that they may be more docile 
instruments in its hands even for beneficial purposes—will find that with such men no 
great things can be accomplished. 

—John Stuart Mill 
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NEWS AND NOTES 


AMERICAN Group PsycHorHerapy As- 
SOCIATION.—The Association will hold its 
4th Annual Institute Stressing the Group 
Therapist—his personality, training and 
functions, on January 27 and 28, 1960 at 
the Henry Hudson Hotel, 353 W. 57 Street, 
New York City. The 17th Annual Confer- 
ence of this Association will follow on 
January 29 and 30, 1960 at the Henry 
Hudson Hotel. 

For program information, write to Amer- 
ican Group Psychotherapy Assoc., Inc., 
1790 Broadway, New York City 19, Room 
516, N. Y. 


Dr. Kennetu W. CuapmMan.—The death 
of Dr. Chapman, Associate Director of the 
Clinical Center, National Institute of 
Health, Bethesda, Md., occurred Septem- 
ber 18, 1959. Dr. Chapman, a commis- 
sioned officer of the Public Health Service 
since 1939, had been on the Clinical 
Center staff since 1957. He was an inter- 
nationally known expert in the treatment 
of narcotics addicts and had been chief of 
the Public Health Service Narcotics Hos- 
pital, Lexington, Ky., from 1952 to 1954. 


Paciric District Brancn APA. 
—The following officers were elected at 
the annual business meeting of the North 
Pacific District Branch of the American 


Psychiatric Association September 24, 
1959: Douglas Alcorn, M.D. Victoria, 
B. C., president ; James G. Shanklin, M.D., 
Portland, Ore., president-elect; Ralph 
Stolzheise, M.D., Seattle, Wash., secretary- 
treasurer. Council Members : John Evans, 
M.D., Portland, Ore.; Herbert S. Ripley, 
M.D., Seattle, Wash.; Frank McNair, 
M.D., Burnaby, B. C.; Charles H. Jones, 
M.D., Sedro Woolley, Wash., Representa- 
tive to the Assembly of District Branches 
of the American Psychiatric Association. 


Dr. Noyes’ New 
Arthur P. Noyes, presently retiring as 
superintendent of the Norristown State 
Hospital, has been designated Director of 


Professional Education by the Pennsyl- 
vania Department of Public Welfare. He 
will give lectures on both the history of 
psychiatry and medico-legal psychiatry at 
his own hospital in Norristown and at the 
Eastern Pennsylvania Psychiatric Institute 
in Philadelphia and at the Allentown State 
Hospital. 

Dr. Noyes’ hospital friends have pre- 
sented to the Norristown State Hospital a 
life-sized portrait of him which will hang 
in the administration building of the insti- 
tution which he has directed so many years. 


Dr. Cameron Honorep.—The Royal 
Medico-Psychological Association of the 
United Kingdom accorded Dr. D. Ewen 
Cameron, chairman of the department of 
psychiatry of McGill University, the dis- 
tinction of being made an Honorary Mem- 
ber of the Association at its annual meeting 
held in Glasgow, Scotland, July 14-17, 
1959. 

The Royal Medico-Psychological Associa- 
tion is one of the oldest psychiatric organi- 
izations, having been established in 1841. 
Among those who have been made Hon- 
orary Members in recent years are the Rt. 
Hon. Lord Adrian, Sir W. Russell Brain, 
The Rt. Hon. The Earl of Feversham, Sir 
David K. Henderson and Professor Carl 
G. Jung. 


Tue New York State Drvistonat MEEt- 
1NG.—The 1959 Divisional Meeting of the 
New York State District Branches, Ameri- 
can Psychiatric Association, will be held 
at the Biltmore Hotel, New York City, on 
November 27, 28 and 29. Scientific ses- 
sions and panel discussions will be devot- 
ed to topics of current interest : Combined 
Psychotherapy and Drug Therapy ; Soviet 
Psychiatry; Analysis of Tape-Recorded 
Psychiatric Interviews ; Sociologic Aspects 
of Psychiatry ; After-Care Programs ; The 
Status of Hypnosis in Psychiatric Therapy ; 
Office Psychiatry and Prepayment Plans. 
Panel participant; have been chosen on the 
basis of their first-hand knowledge of the 
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controversial issues under consideration. 
Dr. Leo Kanner, retiring professor of 
child psychiatry, Johns Hopkins University, 
and an international authority in his field, 
will give the Academic Lecture: Child 
Psychiatry, Retrospect and Prospect. 


AMERICAN EpiLersy FEDERATION 
Formep.—Twenty-three lay epilepsy soci- 
eties in 11 states banded together in Mil- 
waukee on September 13, 1959, to form 
the American Epilepsy Federation, the 
purpose of which is to unite all existing 
lay societies throughout the world into a 
single cohesive unit. 

Mrs. Albert Grass of Quincy, Mass., is 
President of the Federation. Physicians on 
the Board of Directors are W. G. Lennox, 
Boston, and Harriot Hunter, Denver, Vice- 
Presidents ; Madison Thomas, Salt Lake 
City, and Agustus Rose, Los Angeles, Di- 
rectors-at-Large. 

The Federation’s office is located at 77 
Reservoir Road, Quincy, Mass. 


Dr. Beta MitreELMANN.—The death of 
Dr. Mittelmann, visiting professor at the 
Albert Einstein College of Medicine, New 
York City, occurred October 4, at the age 
of 60. 

Dr. Mittelmann was born in Budapest 
and was graduated in Medicine from the 
University of Prague in 1922, coming to 
the United States soon afterward. He has 
been a consultant at various New York City 
Hospitals and for many years maintained 
a private psychoanalytic practice in the city. 
He was a diplomate of the American Board 
of Psychiatry and Neurology. His death 
was due to a heart attack. 


ACADEMY oF PsYCHOANALYsis.—The mid- 
winter meeting of the Academy will 
be held on December 5-6, 1959, at the 
Hotel Roosevelt in New York City. The 
theme of the first day’s meeting will be 
“Psychoanalytic Concepts in Allied Fields.” 
Harold Lasswell, Ph.D., will speak on the 
implications of psychoanalytic concepts for 
political science ; Weston LeBarre, Ph.D., 
on the implications for anthropology, and 
Talcott Parsons, Ph.D., for social science. 
The second day’s meeting will be devoted 


to clinical papers by members of the 
Academy. 

Tue Satmon Lecrurnes.—The Salmon 
Committee on Psychiatry and Mental Hy- 
giene has announced the 27th Thomas 
William Salmon Lectures. They will be 
given by Curt Paul Richter, Ph.D., profes- 
sor of psychobiology, the Johns Hopkins 
Medical School. His subject will be “Bio- 
logical Clocks in Medicine and Psychiatry.” 

The lectures will be given at the New 
York Academy of Medicine, Wednesday, 
December 2, 1959, afternoon and evening. 


SouTHERN PsycutaTric AssociaTIon 1959. 
—The annual meeting of the Southern 
Psychiatire Association was held October 
4, 5, and 6, 1959 at the Sheraton-Dallas 
Hotel, Dallas, Texas with Dr. Joseph L. 
Knapp, President, presiding. 

The following papers were presented at 
the scientific session : 

“Symbiotic Participation in the Investiga- 
tion of Schizophrenia” by William S. Wie- 
dorn, Jr., M.D. and Charles Watkins, M.D., 
New Orleans, La. 

“A Sociological and Psychiatric Study of 
the Interrelationship of Social Structure 
and Patient Behavior in Mental Hospitals” 
by Bernard Holland, M.D., Atlanta, Ga. 

“Teaching of Behavioral Science to Med- 
ical Students and Psychiatric Residents” 
by William T. Lhamon, M.D., Houston, 
Texas. 

“The Practice of Psychiatry in Small and 
Medium Sized Communities” by Pete C. 
Palasota, M.D., Abilene, Texas. 

“Some Observations on the Effect of 
Toxic Doses of Atropine on Cerebral Elec- 
tro-Activity” by William P. Wilson, M.D., 
Galveston, Texas. 

“Foundations’ Interest in Psychiatry and 
Mental Health” by Robert L. Sutherland, 
Ph.D., Austin, Texas and Aaron Sartain, 
Ph.D., Dallas, Texas. 

“Current Status of Postgraduate Training 
in Psychiatry for General Practitioners” by 
C. J. Ruilmann, M.D., Austin, Texas. 

“Drugs and Psychotherapy” by August 
Yochem, Jr. M.D., Atlanta, Ga. 

“Contributions of Psychology to Psychi- 
atry and Medicine” by Robert L. Stubble- 
field, M.D., Dallas, Texas. 
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“Electronconvulsive Therapy in The 
U. S. 1939-1959: Its Development and 
Problems” by David J. Impastoto, New 
York City, N. Y. 

At the business meeting 23 new members 
were selected, and the new officers which 
were elected as follows : 

President : David A. Wilson, M.D., Char- 
lottesville, Va. 

President-Elect: Conrad Wall, M.D., 
New Orleans, La. 

Vice-President : Sullivan Bedell, M.D., 
Jacksonville, Fla. 

Vice-President : Benjamin Morton, M.D., 
Birmingham, Alabama. 

Secretary-Treasurer : Richard C. Proctor, 
M.D., Winston-Salem, N. C. 

Board of Regents: James Asa Shields, 
M.D., Chairman, Richmond, Va.; Joseph 
Skobba, M.D., Atlanta, Ga. ; Frank Latham, 
M.D., Memphis, Tenn. 

A Memorial was held for the deceased 
members, and a tribute was read to Dr. 
Howard Masters, a member of the Board 
of Regents who died last year. 

Dr. Wilson announced that the 1960 
meeting would be held October 2 through 
4 at the Cavalier Hotel at Virginia Beach. 

Richard C. Proctor, M.D., 
Secretary-Treasurer, 
Southern Psychiatric Association. 


Reports oF 2np INTERNATIONAL Con- 
GREss FoR PsycutaTry, Zuricn 1957.—In 
july 1959 the 4 volumes of the “Congress- 
Report” (totalizing 1828 pages) were sent 
to all registered members of the Congress. 
With this the Organizing Committee has 
accomplished its task and the Congress 
Office could be closed. However, some of 
the parcels were returned by the post of- 
fices, presumably due to possible changes 
of addresses. May I therefore ask all the 
participants of the Congress, who did not 
receive this Report, to inform me of this 
fact by December 31, 1959, at the latest. 

Physicians, who were not members of 
the Congress, and who are interested in 
the Report (as well as libraries which are 
interested) can order the four volumes at 
the price of Swiss Francs 50.—from Art. 
Institut Orell Fiissli A. G., Zeitschriften- 
Abteilung, Dietzingerstrasse 3, Ziirich 3 
( Switzerland). 


Max Nonne.—On August 12, 1959, a 
historical figure of German neuropsychiatry 
died in his 99th year of life, Max Nonne. 
His death almost coincided with the death 
of another giant of the same generation, 
Oscar Vogt. 

Nonne was born, and also died, in Ham- 
burg. He studied medicine in Heidelberg, 
where W. Erb decisively shapened his 
entire professional life. Although Nonne 
belonged to a school of neurology which 
originated in internal medicine, his interest 
in psychiatire problems is best exemplified 
by his contributions to the field of Trau- 
matic Neuroses. During the first world war 
when he attacked Oppenheim’s organic 
concept of the traumatic neurosis, he saw 
them as purely psychogenic manifestations 
and treated them successfully with sugges- 
tive methods. 

His main contribution was his book Syph- 
ilis und Nervensystem which was first pub- 
lished in 1903. For several decades he was 
a world-famous consultant on neurosyphilis, 
and he himself placed his work as a prac- 
ticing neurologist above his scientific in- 
terests. When Hamburg became a univer- 
sity he was one of the first in Germany to 
teach neurology as a specialty separated 
from psychiatry. His neurological service 
in Krankenhaus Eppendorf included medi- 
cal and psychiatric material, and it was 
from here that many leading neurologists 
of our generation originated. 

Nonne was the last survivor of the 
founders of the Gesellschaft Deutscher 
Nervenaerzte. He was honored by many 
countries and became an Honorary Mem- 
ber of the American Neurological Associa- 
tion. Until recently he took an active part 
in scientific meetings, and those who knew 
him will always remember his impressive 
personality. 


AMERICAN JOURNAL OF PsYCHOTHERAPY. 
—Stanley Lesse, M.D. of the Columbia- 
Presbyterian Medical Center and of the 
Faculty of Medicine, Columbia University 
has been appointed Editor-in-Chief of the 
American Journal of Psychotherapy. The 
editorial office is at 15 West 81st Street, 
New York 24, N. Y. 
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Hartrorp Forum on INpustry AND MEN- 
TAL HeattnH.—On Thursday, October 1, 
1959, the Connecticut Mutual Life Insur- 
ance Company was host to an all day For- 
um in the Hartford Club, in which 100 
Connecticut industrialists, business execu- 
tives and professional people met to dis- 
cuss the responsibility of business and in- 
dustry in the problem of mental health. 
The Co-Chairmen of the Forum were Dr. 
Francis J. Braceland and Dr. Frederick 
C. Redlich. Six speakers, including two 
company presidents, two psychiatrists, a 
company medical director, and a magazine 
editor, addressed themselves to manage- 
ment to inform it that it must assume its 
responsibility to employees and to itself 
by doing something about mental illness. 

Mr. Charles J. Zimmerman, President of 
Connecticut Mutual Life Insurance Com- 
pany, made the proposal that Connecticut 
industry take the lead and set up business 
supported mental health centers to combat 
the problems which it encounters. Zim- 
merman suggested that such centers might 
.be used by employees of the supporting 
companies. It would be the logical third 
step, he said, in a program designed to 
combat what has been termed “industry's 
three billion dollar headache.” 

The three step program called for joint 
action among groups of Connecticut in- 
dustries. Mr. Zimmerman said that various 
committees should be formed of represen- 
tatives of the large industrial or business 
groups to see just what combined action 
could be taken. These committees should 
meet wtih psychiatrists and representatives 
of mental health organizations. 

Secondly, he admitted that the hiring of 
a full time psychiatrist might only be feasi- 
ble for very large organizations, but that 
various companies might band together 
to hire psychiatric counsel, which would 
be available to each group. Mr. Zimmerman 
suggested that industry should be con- 
cerned with the mental health of each 
individual “because we have a responsi- 
bility to him, not only as an employee, 
but as a human being as well.” “In fact,” he 
said, “we ask them to spend the major part 
of their productive time working for us 
and we must be willing to assume the re- 
sponsibilities which go along with their 


acceptance of our offer.” He noted that 
executives have no corner on tensions and 
the only way to attack the problem of 
mental illness among workers in industry is 
to individualize the treatment. 

The only negative note was sounded 
by one of the top editors of Fortune Maga- 
zine, who cautioned about carrying man- 
agement’s responsibility for the social wel- 
fare of its employees too far. 

Dr. John Donnelly noted that society 
was in the early stages of an era which is 
producing an integration between two ap- 
parently conflicting philosophies, namely 
that of economic self-interest of manage- 
ment of the industrial era of the 19th cen- 
tury, and the rights of individual man 
philosophy of employees of this century. 

Dr. Robert Turfboer spoke of the inroads 
made by alcoholism. Dr. Norman Plummer 
thought that by controlling excessive ab- 
senteeism American industry might save 
five billion dollars annually. 

The Forum was noteworthy for the fact 
that it produced concrete proposals by 
business and industry to solve one of its 
own serious health problems. 


AMERICAN ACADEMY OF ARTS AND SCI- 
ENCES Prizes.—Three $1,000 
prizes will be awarded annually to the 
authors of unpublished monographs—one 
each in the fields of the 1. Humanities, 
2. Social Sciences, 3. Physical and Biolog- 
ical Sciences. 

The final date in 1960 for the receipt of 
manuscripts by the committee on awards 
is October 1. Announcement of the awards 
will be made in December. Full details 
concerning these prizes may be secured 
on request by sending a stamped self-ad- 
dressed envelope to the Committee on 
Monograph Prizes, American Academy of 
Arts and Sciences, 280 Newton Street, 
Brookline Station, Boston 46, Mass. 


IsreaL S. WecusLer Lecrure.—The fifth 
annual Isreal S. Wechsler Lecture will be 
given on December 11, 1959 at 8:30 p.m. 
in the Blumenthal Auditorium of the Mount 
Sinai Hospital, New York City. 

Paul A. Weiss, Ph.D., Professor and 
"lead of the Department of Developmental 
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Biology at the Rockefeller Institute, will top of pages 323 and 325 and in the table 

speak on “Problems of Specificity in the of contents of the October Journal, the 

Development and Functioning of the Nerv- name of Jules H. Wasserman, a misprint 

ous System.” for Jules H. Masserman, appears in error 
ree as co-author. Dr. Franz Alexander was the 
Correction.—In the running-head at the sole author of this paper. 


A DEFINITION OF MIND 


MIND, W. A mysterious form of matter secreted by the brain. Its chief activity consists 
in the endeavor to ascertain its own nature, the futility of the attempt being due to the 
fact that it has nothing but itself to know itself with. From the Latin mens, a fact un- 
known to the honest shoe-seller, who, observing that his learned competitor over the way 
had displayed the motto, “Mens conscia recti,’ emblazoned his own shop front with the 
words, “Men’s women’s and children’s conscia recti.” 
—AMBROSE BIERCE, 
The Devil’s Dictionary 


“PRIMITIVE” AND “CIVILIZED” THINKING 


The primitive mental habit in its general features is best described negatively by the 
term unscientific, and positively by religious, in the ordinary connotation of that term. 
Superstitious would be preferable, were it not too narrow; as to magic, we do not here 
distinguish—magic being simply the superstitious or religious method as opposed to the 
scientific. This primitive thinking does not distinguish between the natural and the super- 
natural, between subjective and objective reality. .. . The fact is that human nature re- 
mains fundamentally primitive, and it is not easy even for those most favored by descent 
to rise above these primitive ideas, precisely because these ideas “spring eternally” from 
permanent functional causes. Everyone would still be primitive were it not for education 
and environment, and the importance of these elements in the evolution of the race can 
hardly be over-estimated. 

—Enrnest CRAWLEY, 
The Mystic Rose 
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EXPERIMENTAL PsycnopaTHoLocy. Edited by 
Hoch and Zubin. (New York : Grune and 
Stratton, Inc., 1957, pp. 275. $6.50.) 


In the foreword of this excellent collection 
of papers Kraepelin is quoted as saying, “it is 
high time . . . the serious and conscientious 
investigation of specific problems replaces 
clever contentions and profound arguments 
. . » We ought now to proceed to answer them 
not at the green table (nor arm chair), but 
in the laboratory ; not with clever suggestions 
but with observation and measurement.” The 
contributors to this volume make many “clever 
suggestions” but support them with carefully 
acquired experimental data. Beginning with 
infra human research, the papers include re- 
ports on induced depersonalization, studies on 
human ecology, experiments in psychotherapy, 
comments on the creative process in literature, 
the utility of the model psychosis, and finally 
investigation of psychosurgical patients. Par- 
ticularly noteworthy are reports by Brady on 
the extinction of conditioned emotional re- 
sponses in rats with ECS, and by Scheflen on 
the extinction of induced fear in cats. Both 
authors extrapolate from their observations in 
the laboratory to the treatment of human ill- 
ness with Brady implying that psychothera- 
peutic intervention should be most efficacious 
in the period immediately following comple- 
tion of a course of ECT, This would seem 
contrary to clinical observation. 

Richter presents a series of experiments on 
the much neglected area of the physiology of 
cyclic behavior. The results suggest that partial 
destruction of certain endocrine glands pro- 
duces cycling of activity in rats. This indicates 
a mechanism for the periodic disorders in man, 
such as manic-depressive disease, polyserositis, 
arthralgia. 

Von Mering, et al. produced depersonaliza- 
tion phenomena in man by administering 
LSD. The resultant changes in subjects were 
dependent upon the intensity and the nature 
of positive and negative feelings induced to- 
ward the experimenter. Hoch with his usual 
clarity discusses the usefulness and importance 
of the drug produced “model psychosis” in 
the investigation of schizophrenic mechanisms. 
The fact that psychotomimetic agents when 
given to man result in an exogenous, toxic 
psychosis, was not denied. Their value, ac- 
cording to Hoch, is dependent upon their 
ability to approximate schizophrenia. Under- 
standing of how they interfere with certain 
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neurophysiologic, biochemical or psychologi- 
cal systems might then shed light on similar, 
naturally occurring phenomena in schizophre- 
nia. In the last paper, Lesse describes an at- 
tempt to reproduce in schizophrenic patients 
Penfield’s work on “evoked memories” with 
temporal lobe stimulation. This he was un- 
able to do and he concluded that such 
memories were related to the conditions which 
resulted in convulsive disorder in the temporal 
areas. 

Though not all papers are of the same quali- 
ty, they clearly indicate the need for more 
“observation and measurement,” so that psy- 
chiatry may more rapidly move forward. 

J. S. Gorruies, M.D., 
Detroit, Mich. 


Ermeprsy. By Manfred Sakel. (New York: 
Philosophical Library, 1958. pp. 204. 
$5.00.) 

This is a manuscript which was uncompleted 
at the time of Dr. Sakel’s death. The first part 
is some discussion of the symptomatology, 
etiology, electroencephalography, and _thera- 
peutic aspects of epilepsy. The tenor of the 
discussion is really too technical for the lay 
reader and yet too simple and superficial to 
be of much value to the physician. Also, many 
of the statements are not generally held by 
the modern neurologist. The second half of 
the book deals with an idea for “curing” 
epilepsy which the author names the “. . . 
‘Sake!’ treatment . . .” ; this involves the trans- 
planting of a portion of a “Basedow’s thyroid” 
into the thyroid of an epileptic. Again, mod- 
ern concepts of neurophysiology, endocrinol- 
ogy, etc. are not dealt with. 

The book has some historical interest in that 
it is the last contribution of a well known 
figure in psychiatry. 

W. J. FrrepLanper, M.D., 
Boston, Mass. 


An Unuurniep View or Enorica. By Ralph 
Ginzburg. (New York: The Helmsman 
Press, 1958, pp. 128. $4.95.) 


Considering the enormous literature on the 
subject of this book it may come as a surprise 
to find the present essay confined within such 
narrow limits (actual text only 96 pages). But 
the author, who is Articles Editor to Esquire, 
has aimed at presenting an outline history of 
the subject rather than an anthology of in- 
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dividual contributions ; to show the prominent 
place of erotic subjects throughout classical 
literature, rather than to cater to pornography 
for its own sake. 

He reminds us that neither pornography nor 
obscenity has ever been satisfactorily defined 
and quotes D. H. Lawrence : “What is pornog- 
raphy to one man is the laughter of genius 
to another.” It is these matters however that 
have made such contrary vices as Comstockery 
possible. The author's friend George Jean 
Nathan has something to say in this regard in 
his preface : “His book, I think, will go a long 
way to analyse and purify censorship of its 
muddy stink. It should add a valuable dose of 
history to the disgraceful general picture of 
the Bluenose as it has poked into and dis- 
turbed the American scene.” This short pref- 
ace the author reports was one of the last 
things Mr. Nathan wrote before his death. 

Bowdlerism, it seems, is not a modern in- 
vention. We are told that Plato insisted on an 
expurgated edition of the Odyssey for juvenile 
reading (378 B.C.). 

Although his survey is labelled “an un- 
hurried view,” the author proceeds rather 
briskly through the history of the art he is 
discussing. He relates pleasant stories of many 
books and their writers and introduces us to 
some of the most venerated names in litera- 
ture, giving special attention to English and 
American authorship. Along the way he gives 
choice selections in both prose and verse of 
the kind of literature he is discussing. Ap- 
propriately the earliest English book of baudry, 
the Exeter Book, was “lovingly compiled as a 
labor of piety by a monk in that day before 
baudry was considered to be indecent.” 

By the 19th century the author gives to 
London the credit of becoming the world 
capital of erotica, and specifically Holywell 
Street, so named for the “sweete, wholesome, 
and cleere” water of its holy springs. In the 
London Times of 1857 Holywell is described as 
“without exception the most vile street in the 
civilized world” because of the products of 
its printing presses. 

That America should not be found wanting 
in this line such distinguished names as Mark 
Twain and Benjamin Franklin are introduced. 
To Mark Twain is accorded the distinction 
of having published the first American erotic 
masterpiece, 1601 in 1876. This book the 
author revealed years later was written for the 
enjoyment of his closest friend, the Rev. Joseph 
Twichell of Hartford, Conn. 

It is perhaps worth noting that the world’s 
largest collection of erotica is housed in the 
Library of the Vatican in Rome (25,000 vol- 


umes and some 100,000 prints). The second 
largest collection is in the British Museum, 
and the third largest is the Kinsey Collection 
at Indiana University. This is pretty _ 
for Kinsey who has been collecting only a 
few years, against the Vatican’s centuries. 

The final chapter in this volume comments 
on the erotic book market of today—the princi- 
pal publishers are in Paris, and quotes the 
elevated prices notable items are likely to 
bring, auctions being the main source of supply. 

Mr. Ginzburg’s book is beautifully put to- 
gether. It is a stately volume bound in solemn 
black, end papers flaming red. 

C.B.F. 


Diseases or THE Nervous System. 9th. ed. By 
Sir Francis Walshe, M.D., and J. M. 
Walshe, M.R.C.P. (Baltimore: The Wil- 
liams and Wilkins Co., 1958, pp. 373, 
$8.00. ) 


This is the 9th edition of this book in 18 
years by Sir Francis Walshe. Two chapters 
are contributed by his son, J. M. Walshe, M.R. 
C.P., one on neurological complications of liver 
disease and one on hepato-lenticular degenera- 
tion. The book is divided into 2 sections and 
is integrated primarily for medical students 
and general practitioners. The Ist section, 
dealing with General Principles of Neurolo- 
gical Diagnosis, exceeds this aim and is the 
strongest feature of the book. This section 
is extremely well organized. Although the au- 
thor implies that his intention was to strip the 
text of complexities of nervous system anatomy 
and physiology which might detract from the 
value of it for the student and practitioner, he 
succeeds so well in presenting in clear, concise 
fashion the basic factors. What makes it more 
appealing is the author’s presentation of some 
of these complexities in a most understandable 
fashion regarding current concepts of nervous 
system function which are the result of re- 
cently reported work in progress and still the 
object of investigation which may eventually 
revise concepts of nervous system anatomy and 
physiology for the clinical neurologist. Walshe 
clearly reports about the accumulating know- 
ledge and resulting concepts gaining favor re- 
garding anatomical and physiological features 
currently being considered in relationship to 
control of movement, muscle tone, cutaneous 
sensibility, the role of pyramidal and extra- 
pyramidal systems and the complexities re- 
cently introduced by the brain stem and re- 
lated areas by activating and integrating sys- 
tems. He gives clearly described speculations 
and concepts arising from current studies 
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regarding possible implications of the relation- 
ship of the brain stem to cerebral functions, 
consciousness, intellectual processes, source 
of convulsive disorders and as a site of inte- 
grating motor and sensory functions as well 
as other functions which may play a greater 
role physiologically than that which is presently 
assigned to the cortex. In this the author care- 
fully refers to these as possibilities but states 
that adherence to conventional anatomical and 
physiological principles, as in previous editions, 
will apply to the contents of the text. 

The second section is informative in descrip- 
tion, with sufficient illustrations, of a selected 
group of the most common nervous system 
disorders seen in the general practice of med- 
icine. It contains very few of the rare disorders. 
The selection of topics is quite inclusive for 
the purpose. Walshe carefully warns against 
pitfalls involved in obtaining a history. 

It is unfortunate, but understandable, that 
the author did not include a short description 
of additional diagnostic aids in neurological 
diagnosis. The author felt that inclusion of 
such material was unnecessary as the student 
or practitioner would not employ them but 
their inclusion might lead to a better under- 
standing of such diagnostic aids in any subse- 
quent information returned to the practitioner 
or student by the clinical neurologist. The in- 
formation regarding cerebral spina! fluid is 
very meager and, likewise, could be expanded 
for the benefit of the practitioner who fre- 
quently performs spinal fluid examination and 
where added helps would guide his search 
more extensively as opportunity for positive 
findings may exist during the early illness 
phase before the clinical neurologist is called 
upon. Nervous system disorders of metabolic 
origin are confined to relatively few in the 
added chapters by J. M. Walshe, and a short 
descriptive listing of others would widen the 
appreciation of the overlap of metabolic factors 
endogenous or exogenous, to the nervous sys- 
tem, seen by the general practitioner. The same 
applies to intoxications of the nervous system 
other than the few mentioned, particularly 
in view of occupational hazards in present 
industry and agriculture. 

The matter of treatment of nervous system 
diseases does not approach the level occupied 
by presentation of general principles of anat- 
omy, physiology and diagnosis. Much of what 
is offered needs amplification in view of more 
effective therapies and there is a spotty incon- 
sistency sometimes of considerable detail in 
the treatment of some diseases which borders 
upon the empirical. 

Included is a brief account of the common 


types of psychoneuroses. The author calls at- 
tention to a primary requisite in the practice 
of medicine in that the practitioner's first obli- 
gation is that of exhausting all possibilities of 
organic disease. Not until then should the prac- 
titioner consider the possible interplay of psy- 
chological factors and disturbance of function 
not based upon actual organic disease. In add- 
ing this information regarding the more com- 
mon psychoneuroses and expressing himself 
so well regarding post-traumatic neurosis, Sir 
Francis Walshe has provided added value, un- 
derstanding and practicability of this 9th - 
edition. 
Wa O. Kuincman, M.D., 
Professor of Neurology, 
University of Texas. 


NevurotocicaL Basis oF Benavior. CIBA 
Foundation Symposium. (Boston : Little, 
Brown and Co., 1958, pp. 400. $9.00.) 


This interesting and informative volume pro- 
vides easy access to much of the current in- 
formation relating brain function to behavior. 
The symposium was given in commemoration 
of the birth of Sir Charles Sherrington who 
may well have had some reservations regarding 
the contents suggesting unity of the “physical” 
and “psychical.” 

The subject matter covered in the sym- 
posium was extremely varied in scope with 
the initial scientific paper on the behavior of 
nerve cells and the final paper on the clinical 
response of psychotic patients to injected drugs. 
The intervening 16 papers emphasized par- 
ticularly the electrophysiological approach to 
brain function and behavior, but other avenues 
are evaluated and among these the biochemical 
studies are of particular interest. 

Possibly because of the nature of the sym- 
posium, there are no papers which relate spe- 
cifically to the function of the frontal lobe 
and its effect either on behavior or on the 
function of other areas affecting behavior. The 
studies reported are concerned primarily with 
basic instinctual and reflex behavior. 

In contrast to this, considerable attention is 
focused on the temporal lobe and these papers 
are especially noteworthy. Although the tem- 
poral lobes have, for some time, lost the dis- 
tinction of being a relatively “silent” brain 
area, these reports adequately lay to rest any 
lingering, fanciful thoughts of this being a 
vestigial “smell brain.” 

Considerable emphasis is given to studies 
relating directly or indirectly to the function of 
the reticular formation attesting to the increas- 
ing importance attached to this complex sys- 
tem in relation to behavior. 


Wee 
; 
2 
; 
. 
as 
= 
J t 
j 


576 


BOOK REVIEWS 


_[ December 


Although brain function and its alteration 
is approached primarily through electro- 
physiological methods, important contributions 
are reported in the more controversial and less 
well explored field of neuropharmacology and 
neurochemistry. 

The symposium is aimed mainly at the 
neurologic basis of behavior, but many of the 
papers report contributions which are certainly 
of primary interest and importance to the 
neurophysiologist. 

Adequate warning is given by some of the 
contributors that much caution must be ex- 
ercised in relating the results of these experi- 
mental studies to human behavior and psy- 
chiatric problems. 

This book presents many noteworthy con- 
tributions by eminent authorities and with its 
wide scope is recommended for reading and 
reference to those interested in some of the 
latest information available in the broad field 
of brain function particularly as it relates to 
behavior. 

WiiuiaM Nosnay, M.D., 
Detroit, Mich. 


EMOTIONAL Pros_emMs or CuiLpHoop. Edited 
by Samuel Liebman, M.D. (Philadelphia : 


J. B. Lippincott Co., 1958, pp. 176, $5.00.) 


Within the limits of less than 200 pages it 
is manifestly impossible to discuss fully the 
multiplicity of emotional problems in child- 
hood, but this series of papers effectively calls 
to the attention of the general practitioner the 
importance and complexity of this area. The 
opening chapter by Therese Benedek, M.D. 
“Psychological Aspects of Pregnancy and 
Parent-Child Relationship” starts with the 
premise “the interaction between parent and 
child begins at conception” and discusses the 
pattern of psycho-sexual development of men 
and women as precursor to filling parental 
roles. Julius B. Richmond, M.D., and Earle L. 
Lipton, M.D., report their observations on the 
development of feeding, sleep and motility pat- 
terns in infants, and comment on the need for 
further research in this field. The relationship 
between speech disturbances and learning dif- 
ficulties is discussed by Margaret Hall Powers, 
Ph.D., who also offers specific suggestions for 
the management of such problems. In consider- 
ing “Social Maladjustment and Misbehavior in 
Childhood” Harry M. Segenreich, M.D., calls 
attention to the variety of developmental fact- 


ors and external pressures which contribute to 
this situation and discusses the importance of 
parent-child relationships. 

The subject of the anxiety-arousing per- 
plexities of adolescence ranging from preoc- 
cupation with self to surrounding cultural 
inconsistencies is developed by Morris A. 
Sklansky, M.D., in reference to the “influx of 
psychic energy (which) causes a transitional 
loosening of the previous character structure.” 
In the chapter devoted to the management 
of behavior problems in adolescents, Joseph 
B. Cramer, M.D., presents a detailed account 
of his successful resolution of such a problem 
in a 14 year old boy whose mother he “tried 
to view as an assistant” during the therapeutic 
process. It is stated that this “management plan 
was received with relief and enthusiasm” by the 
father. Joseph J. Michaels, M.D., contributes 
a succinct discussion of the problem of juvenile 
delinquency which combines theoretical con- 
cepts and excellent documentation into an 
effective presentation. The special difficulties 
encountered in the management of the neuroses 
of adolescence are examined in all their com- 
plexity by Eugene I. Falstein, M.D. 

The concluding chapter by William Cooper, 
M.D., deals with the emotional problems of the 
physically handicapped and contains well se- 
lected case summaries which fully support his 
thesis that “in orthopedic surgery emotional 
complication supersedes the physical problem 
in significance.” His discussion includes types 
of emotional problems, their probable etiology 
and the responsibility of the physician or sur- 
geon for their resolution. 

In spite of the diversity of topics, the book 
achieves unity through the consistently dynam- 
ic orientation of the contributors and should 
prove valuable in specifying the variety of 
adjustment problems which may be encounter- 
ed in the practice of general medicine. It is 
noticeable that no reference is made to mental 
retardation as a factor in maladjustment and 
it seems that the fears and anxieties of the 
latency age child receive rather slight attention. 
The inclusion of a bibliography relevant to the 
chapters on “Management of Behavior Prob- 
lems in Adolescents,” “Management of the Neu- 
roses of Adolescence” and “Emotional Prob- 
lems of the Physically Handicapped child” 
would enhance the value of the book as a 
reference work. 

MALcoLM J. FARRELL, M.D., 
Waverley, Mass. 
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importan 
new psychoactive 
agen 


@ revitalizes depressed patients — elevates 
mood, increases alertness and ability to 
maintain work and social adjustment 


@ relieves pain in angina pectoris 


@ lessens fatigue, aching, stiffness in 
rheumatoid arthritis 


WITHDRAWN BITTER DESPAIRING 


SOMBER HOPELESS CRUSHED 


when the words mean § 
depression, 
effective treatment is 


B-phenylisopropy! hydrazine supplied as the hydrochtoride 


CATRON is the original brand of §-phenyliso- 
propyl! hydrazine. it is supplied as the hydro- 
chloride in press-coated, unscored tablets of 
3 mg. (blue), and 6 mg. (pink), bottles of 50. 


For detailed information, request Brochure No. 19, CATRON. 


LAKESIDE 


Lakeside Laboratories, Inc., Milwaukee 1, Wisconsin 


$6959 


USEFULNESS IN PSYCHIATRY 


S 


EXTENDING STELAZINE 


© 


TABLETS 
STELAZINE* 


brand of trifluoperazine 


In very low doses (2 to 4 mg. daily) ‘Stelazine’ has been proved 
effective in the treatment of anxiety as seen in private practice and 
outpatient services. 


Moreover, it has been demonstrated that ‘Stelazine’ is particularly 
useful when anxiety is expressed as apathy, listlessness and loss 
of drive. 


Clinical trials in more than 12,000 patients suffering from anxiety have demonstrat- 
ed Stelazine’s effectiveness in the treatment of this syndrome, particularly when 
it is accompanied by defense mechanisms such as apathy, listlessness and loss of 
drive. On ‘Stelazine’, most patients experience relief of anxiety, recovery of drive 
and an improved mental outlook. Also, with symptoms reduced, they are often 
more willing to accept psychotherapy. 


Administration and Dosage: In the treatment of anxiety, the usual starting 
dosage is 1 mg. orally b.i.d. Usual optimum dosage is 2 mg. to 4 mg. daily. Be- 
cause ‘Stelazine’ is inherently long-acting, symptoms are usually controlled with 
convenient b.i.d. administration. In some cases, once-a-day administration will 
provide adequate maintenance therapy. 


Side Effects: In the recommended oral dosage range of 2-4 mg. daily, side effects 
are usually minor and transitory and rarely affect the course of therapy. Oc- 
casional instances of drowsiness, dizziness and stimulation may be observed; 
rarely, symptoms of an extrapyramidal nature may occur. 


Available: 1 mg. tablets in bottles of 50 and 500. 


For further information, see available S.K.F. literature. 


Smith Kline & French Laboratories Q leaders in psychopharmaceutical research 


*Trademark 
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: after centuries of despair...a hopeful prognosis 


Insane patient 
in “‘crib”’ 

at a mental 
institution, 1882 


The field of psychiatry has come a 
long way since crude devices such as 
the “crib,” but it is only in the past 
few years that many fundamental 
changes have been made in manage- 
ment and medication. 


Notable among new therapeutic 
agents is Pacatal. Unlike earlier 
phenothiazine compounds, Pacatal 
normalizes the thinking processes 
of the disturbed patient, yet leaves 
him alert. Rather than just afford- 
ing symptomatic improvement, as 
is the case with many sedatives and 
tranquilizers, Pacatal profoundly 
influences the nature and direction- 
of-flow of the patient's affect, so 
that he becomes more accessible and 
cooperative. 


a significant contribution to psychiatric progress 


for normalization ... not sedation 


Pacatal 


brand of mepazine 


MORRIS PLAINS, NU. 
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ogentin. 


METHANESULFONATE (Benztropine Methanesulfonate) 


in all forms of parkinsonism 


e a single bedtime dose permits restful sleep... e prevents morning rigidity... e “is often sufficient 
to control symptoms for 24 hours’? 

Cocentin “will counteract rigidity, contractures, frozen states and muscle cramps better than 
any current preparation”? without drowsiness or fogginess,* and even control major tremors 
unrelieved by other medications.’ CoGentin usually permits continuation of full-strength tran- 
quilizer therapy if parkinsonian symptoms develop. And CocGentin has not shown cumulative 
toxicity. No serious reactions have been reported even after treatment lasting as long as 
four years. 


References: 1. Doshay, L. J.; Constable, K., and Zier, A.: Neurology 3:360, 1953. 2. A.M.A. Council on Drugs: 
New and Nonofficial Drugs, Philadelphia, J. B. Lippincott, p. 242, 1958. 3. Brock, S., Mod.: Bull. New York 
Acad. Med. 32:202, 1956. 4. Doshay, L. J.: Parkinsonism and Its Treatment, Philadelphia, J. B. Lippincott, 
pp. 87-88, 1954. 5. Doshay, L. J.: J.A.M.A. 162:1031, 1956. 


Dosage and Administration: Recommended dosage is one-half to one tablet two or three times a day. If 
higher doses are required, the patient should be closely observed and dosage adjusted as indicated. A decrease 
in dosage is rarely necessary. Additional information on Cocenrtin is available to physicians on request. 


Supplied: As a 2 mg. quarterscored tablet in bottles of 100 and 1000. 
Cocentin is a trademark of Merck & Co., Inc. 


@D merck Sharp & Dohme DiviSioN OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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thymoleptic 


brand of imipramine HCl 


Specific in Depression 


Produce remission or improvement in 
70-85% of cases 


Act effectively in all types of depression 


Afford equally good results in severe 
as in mild cases 


Achieve therapeutic benefit with minimal risk of 
serious side reaction 


Indications for Tofranil include: 


Endogenous Depression, Reactive Depression, Involutional Melancholia, Senile Depres- 
sion, Depression associated with other Psychiatric Disorders. 


Availability: Tofranil (brand of imipramine HCI) tablets of 25 mg. bottles of 100. Ampuls 
of 25 mg. (for intramuscular administration only) cartons of 10 and 50. 
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inhibitor 


not 


Inhibit monoamine oxidase either in 
brain or liver with its associated risks 


Produce dangerous potentiation of other 
drugs such as barbiturates and alcohol 


Act by producing undesirable central 
nervous stimulation leading to agitation 
and excitement 


Cause disturbance of color vision 


The efficacy of Tofranil is attested by more than 50 


Geiny Geigy, Ardsley, New York 


published reports and confirmed by clinical experi- s 

ence in more than 50,000 cases. 

Detailed Literature Available on Request. | 
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SQUIBB ANNOUNCES 


once a day 
dosage for 
the psychiatric 
patient 


Prolixin 


Squibb Fluphenazine Dihydrochloride 


Prolixin is a new, exceptionally effective behavior modifier with sustained and prolonged 
action for your psychiatric patients. Its extended action, permitting a single daily dose, 
has been thoroughly demonstrated in clinical trials.}.2 

Prolixin is particularly useful in the management of acute and chronic psychotic states 
characterized by agitation, excitement, explosive behavior and turbulence — in such 
conditions as schizophrenia, mania, psychoses due to organic brain disease, and senile 
psychoses. 

Providing lowered toxicity and maximum economy, Prolixin not only elicits a greater 
therapeutic response but also affords improvement in many patients previously refrac- 
tory to other phenothiazines. This is true whether the mental disorder is of short or long 
duration. 

The usual extrapyramidal symptoms encountered with other potent phenothiazine deriv- 
atives have been reported.'!-3 Less common effects have been hypotension,* drowsi- 
ness,° agitation,” restlessness, and anorexia.© Side effects have disappeared with 
reduced dosage or temporary discontinuance of the drug.2:5© ‘rroumn is savies reavemark 


Dosage: Optimum dosage levels vary from patient to patient and must be de- 
termined individually. Most patients may be maintained on 1 mg.— 5 mg. daily, 
Supply: 1.0 mg., 2.5 mg., and 5 mg. tablets. References: 1. Taylor, I.J.: Clin. Res. 

otes 2:1 (Aug.) 1959. 2. Morrow, L.L.: Clin. Res. Notes 2:8 (Aug.) 1959. 3. ai/- 
Darling, H.F.: Dis. Nerv. System 20:167 (April) 1959. 4. Niswander, G.D., and 3H:R=b4) the Priceless 
Karacan, |.: Dis. Nerv. System (In Press). 5. Freed, J.E.: Clin. Res. Notes 2:12 ~ y a 
(Aug.) 1959. 6. Weiss, 1.1.: Clin. Res. Notes 2:12 (Aug.) 1959. 7. Stevenson, L.E.: sass Ingredient 
Clin. Res. Notes 2:10 (Aug.) 1959. 
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T N. | DISRUPTS TREATMENT 


ELIXIR ALURATE DISRUPTS TENSION 


Dependable, prompt-acting daytime sedative. 

Broad margin of safety. Virtually no drowsiness. Over a quarter century of successful clinical use. 
Alurate is effective by itself and compatible with a wide range of other drugs. To avoid barbiturate 
identification or abuse, Alurate is available as Elixir Alurate (cherry-red) and Elixir Alurate Verdum 


(emerald-green). 


Adults: 14 to 1 teaspoonful of either Elixir Alurate or Elixir Alurate Verdum, 3 times daily. ALURATE®—brand of aprobarbital. 


ROCHE LABORATORIES e Division of Hoffmann-La Roche Inc e Nutley 10, N. J. 
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The joy of belonging in epilepsy. Today, as never before, the epileptic child can look for- 
ward to a life unburdened by the constant and crippling fear of being different. With a choice 
of seizure-preventing drugs available to him at every stage of his development, he may take 
his place with friends or family ... work... play . . . belong. . . with a’freedom undreamed 


of in the past. Presented here are five distinguished anticonvulsants that can help you give 
ious of all gifts: a normal life. ANTICONVULSA S BY ABBOTT 


PEGANONES® céthotoin, Abbott) A hydantoin of exceptionally low toxicity for grand mal and psychomotor 
seizures. PHENURONE?® (Phenacemide, Abbott) Often effective where other therapy fails in grand mal, petit 
mal, psychomotor and mixed seizures. GEMONIL® (wetnarvita!, Abbott) Relatively non-toxic, for grand mal, 
petit mal, myoclonic and mixed seizures symptomatic of organic brain damage. TRIDIONE® 
(Trimethadione, Abbott) PARADIONE® (Paramethodione, Abbott) Homologous agents for symptomatic control of 
petit mal, myoclonic and akinetic seizures. Literature available on request. 
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To facilitate psychotherapy in the emotionally disturbed child, and to enable 
him to lead a stable life during such therapy, adjunctive treatment with Prozine 
is often advantageous. In reporting on 176 disturbed children who received Prozine, 
Ehrmantraut et al.' found that 85.8 per cent showed moderate to marked improve- 
ment in behavior reactions and adjustment to institutional care. 


Prozine, designed for the treatment of moderate to severe emotional disturbances, 
, helps control psychomotor agitation as well as anxiety and tension. 


1. Ehrmantraut, W., et al.: Scientific Exhibit Presented at the District of Columbia 
Medical Society Meeting, Nov. 24, 1958, Washington, D.C. 


controlled: an acute behavioral problem 


PROZINE 


meprobamate and promazine hydrochloride, Wyeth 


SPECIFIC CONTROL THROUGH DUAL ACTION 


*Trademark 
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One dose in the morning 
provides full therapeutic effect 
all day 


THORAZINE’ SPANSULE’ CAPSULES 


brand of chlorpromazine brand of sustained release capsules 


24-hour effect is provided by repeating the morning dose in the 
late afternoon or evening. 


Five strengths: 30 mg., 75 mg., 150 mg., 200 mg. and 300 mg. 


Smith Kline & French Laboratories ? leaders in psychopharmaceutical research 
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COMPREHENSIVE, 
THREE-LEVEL TREATMENT 
DEPRESSION 


AND ASSOCIATED ANXIETY 
AND PHYSICAL TENSION 


RELIEVES DEPRESSION 

including symptoms such as crying, 
lethargy, loss of appetite, insomnia 
RELIEVES ASSOCIATED ANXIETY 
with no risk of drug-induced depression 
RELIEVES ASSOCIATED 
PHYSICAL TENSION 

by relaxing skeletal muscle 


hypothalamus 


thalamus and 
limbic system 


spinal cord 


“Deprol* 


benactyzine + meprobamate 


® confirmed efficacy 
= documented safety 
SUPPLIED: Bottles of 50 light-pink, scored tablets 


COMPOSITION: Each tablet contains 1 mg. benactyzine HCl 
and 400 mg. meprobamate 


(ify WALLACE LABORATORIES + New Brunswick, N. J. 
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Night call 


The man on the ’phone is Terry Vardaman. Maybe 
you know him. The chances are good that you do if 
you're a physician in or around Birmingham, 
Alabama. Hunter, fisherman, flower hobbyist, and 
Wyeth Territory Manager, Vardaman has been 

on the job there for most of his working life. 


It’s a job that takes him from G.P.’s to Board 
specialists, from country lanes to office buildings, 
wherever in his territory doctors practice. Often, 
after hours, the job follows him home by telephone. 
Emergency shipments. Requests for literature. 
Inquiries about reaction potentials. Questions 

of chemistry. 


A physician has just asked whether the phenothiazines 
can interfere with urinary tests. Vardaman has 
the answer, thanks to a continuing program 

of information from the Wyeth Medical 
Department: no interference with the common 
tests for sugar and acetone; probable interference 
with one of the tests for protein. 


Vardaman’s job is to forward information. Like all 
Wyeth representatives, he encourages his doctors to 
call him any time. They know he either has the 

facts or can get them promptly. Service to medicine 
is like this. It’s been a habit with Wyeth since 1860. 


Wyeth Laboratories, Philadelphia 1, Pa. 


A Century of Service to Medicine 
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faster er response with 


> REITE =R MODEL SOS 


the one instrument combining 
the strongest convulsive currents with 
powerful yet gentle sedative currents 


e exceptionally fast clinical therapeutic response 


e most efficient convulsive currents result in minimal 
side effects—apnea, thrust, confusion and treat- 
ment-generated anxiety are negligible 


e patients are quickly clear and bright following 
treatment 


e difficult cases have responded to SedAc deep sleep 
therapy—powerful, deep, effective yet safe treat- 
ments are easily applied 


e SedAc current establishes better transference — 
patients become communicative 


e anxious aversion to EST minimized by gentle 
SedAc current 


e one-knob, with safety lock, controls convulsive and 
sedative currents 


e clinical studies have evaluated a new measurement 
procedure to determine areas of cerebral damage 
and the degree of malfunction 


Model SOS contains the Reiter unidirectional currents and three SedAc 
ranges as part of the single selector control. Other models available are: 
1. Model S containing only the unidirectional currents; 2. SedAc (attach- 
ment) to be used with Model S; 3. SedAc (self-powered) an independent 
instrument. 

Only Reiter, the original unidirectional current electrostimulators, are 
authentically backed by extensive clinical experience with over 200 references 
in literature and text-books. 


Literature and bibliography on request. 


REUBEN REITER, Se.D. 


64 WEST 48th STREET, NEW YORK 36, N. Y. 
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"A discussion of the social, ethical, and religious implications of 
the new biochemico-psychological techniques which are making it 
possible to act directly on the human organism rather than, as was 
the case with earlier revolutions, on the environment with a hope of 
changing behavior indirectly.”—Aldous Huxley 


A Pharmacologic Approach 
To The Study Of The Mind 


Edited by 


ROBERT M. FEATHERSTONE, Ph.D. 


Professor and Chairman of the Department of Pharmacology 
University of California 
School of Medicine 


San Francisco 
and 


ALEXANDER SIMON, M.D. 

Professor and Chairman of the Department of Psychiatry 
University of California School of Medicine 
Medical Superintendent 
Langley Porter Neuropsychiatric Institute 
San Francisco 


In San Francisco in 1959 history was made. Under the auspices 
of the University of California School of Medicine and the Langley 
Porter Neuropsychiatric Institute two disciplines which heretofore 
had little in common were joined. “Faculty” for this unique sym- 
posium included forty basic medical scientists, psychiatrists, and 
physicians from medical centers throughout the United States. 


PRIMARY To assess the formulation of basic questions 
PURPOSE in the field now called "Psychopharmacology.” 


Following a general discussion, these world authorities summarize 
and present new data on compounds that have popularly been 
called HALLUCINOGENIC COMPOUNDS, TRANQUILIZERS, 
and PSYCHIC ENERGIZERS. 


MAJOR CONTRIBUTIONS 
An analysis of reasons why scientific advances in the direc- 
tion of using chemical compounds to influence the workings 
of the brain have been so long in coming 


An analysis of the degree to which we can project our 
knowledge of events involving peripheral nerves toward 
events involving the brain 


An evaluation of the extent to which rate-limiting cerebral 
chemical reactions are known which may be involved in 
determining the quality of perceptual experience when no 
drugs are given 


An attempt to say whether any of the drugs now being studied 
in any one of the three classes can be shown to act by altering 
any of the known chemical reactions 


An analysis of factors entering into the design of experi- 
ments in a most difficult field 


Publication date November 1959 


CHARLES C THOMAS e PUBLISHER 301-327 East Lawrence Avenue SPRINGFIELD e ILLINOIS 
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PARTICIPANTS 


L. G. Abood 

Henry V. Agin 
Gordon Alles 
Nicholas A. Bercel 
Bernard B. Brodie 
Thomas N. Burbridge 
Enoch Callaway III 
Sidney Cohen 
Jonathan O. Cole 
James M. Dille 

Joel Elkes 

Leon J. Epstein 
Robert M. Featherstone 
Ralph W. Gerard 

I. J. Greenblatt 
Audrey Holliday 
Akira Horita 
Howard Hunt 
Seymour S. Kety 

K. F. Killam 

John Kinross-Wright 
Nathan S. Kline 
Morton Kramer 
Ernest Kun 
Chauncey D. Leake 
Daniel Liebowitz 
William Malamud 
Lester H. Margolis 
L. J. Meduna 
Frederick H. Meyers 
M. A. Perlstein 
Julius Pomaranze 
Eugene Roberts 

John B. DeC. M. Saunders 
John C. Saunders 
Parkhurst A. Shore 
Alexander Simon 
John A. Starkweather 
Sidney Udenfriend 
N. William Winkelman 
E. Albert Zeller 


Aldous Huxley, 
Dinner Speaker 
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the promise of 


m everyday office practice 


safely controls the “‘target symptoms” of 
emotional stress with the smallest effective dosage 
of any neuroleptic* agent (0.25 mg. b.i.d.) 


virtually free from side effects at the 
recommended dosage level 


a significantly wider spectrum of “target symptoms” 
is amenable to therapy 


onset of action is rapid; duration of effect is prolonged 


*Neuroleptic “The term ‘neuroleptic’ implies a specific effect of a pharma- 
cologic agent on the nervous system. It refers to a mode of action on affec- 
tive tension that distinguishes this response from that to hypnotic drugs. 
The terms ‘ataraxics’ and ‘tranquilizers’ are descriptively impressive, but 
fail to convey what seems psychopharmacologically unique.” 
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quilizer was 3 to 20 months to 200 ambulatory and hos- 
_ pitalized patients representing a full spectrum of diagnostic classifications 
inciuding psychosomatic disorders. Fractional ‘doses of this drug rapidly 
produced improvement in 74% of these;patients while causing a minimum 


tive, autonomic and endocri 
continued. . . . Patient acc ects which disaj 
perfort acilitated rather thi way 
use can treat ; who mast 
‘at a widened ; ers the art of fl 


Now, 
for the first time, 

a phenothiazine 
anti-anxiety agent 
PERMITIL 
designed specifically for 


everyday office practice 


A Factor to Consider in Phenothiazine Therapy | 


“The more potent the phenothiazine deriva- _ 
tive the fewer the side effects it produces, be- 
cause less of the chemical is needed to effect 
behavioral and therapeutic changes.”* 


The Relative Therapeutic Potency 
of Various Phenothiazines 


PERMITIL 


Trifluoperazine 


Perphenazine 
Thiopropazate 


Prochlorperazine 


Triflupromazine 


Chior promanne 


Promanne Mepazine 


Methoxypromaz. 


Adapted from Ayd, F. J., Jr3 


Clinical Results with Permiti.—a Pheno- 
thiazine. In one study? covering a two-year 
period, Permitit was prescribed for 200 pa- 
tients who were disabled primarily by anxiety 
and its somatic, emotional, mental and be- 
havioral effects. 

“After 3 months of fluphenazine (PERMITIL) 
therapy, 74% or 148 of the 200 patients evalu- 
ated were improved. . . . Thus the therapeutic 
effectiveness of fluphenazine (PERMITIL) is 
somewhat better than that of other potent 
tranquilizers.” 2 

The relatively minor somatic reactions oc- 
curred in the early weeks of treatment with 
doses above 2 mg. daily. They seldom re- 
quired other medication to counteract them 
and disappeared as the maintenance dose was 
established. At dosage levels under 3 mg. a 
day, extrapyramidal side effects were minimal. 
Results of extensive laboratory tests on 130 
patients disclosed that “fluphenazine (PER- 
MITIL) administered over 3 to 18 months had 
no deleterious effect on the blood, liver or 
kidney in these patients.” ? 

The Importance of Permitu. in Everyday 
Practice. “In contrast to other phenothiazines, 
it (PERMITIL) mitigates apathy, indifference, 
inertia and anxiety-induced fatigue. Thus, 
instead of impeding effective performance of 
daily tasks, it increases efficiency by facilitating 
psychic relaxation. Consequently, acceptance 
of this drug, especially by office patients, has 


| been excellent.’’2 


How to Prescribe Permitix. For most adults: 
One 0.25 mg. tablet b.i.d. (taken morning and 
afternoon). In refractory cases: Two 0.25 mg. 
tablets b.i.d. Total daily dosage in refractory 
cases should not exceed 2 mg., in divided 
doses. Dosage for children has not been estab- 
lished. Complete information concerning the 
use of this drug is available on request. 
Available as Tablets, 0.25 mg., bottles of 50 
and 500. 


References: 1. Freyhan, F. A.: Psychopharmacology Frontiers, 
Boston, Little, Brown and Co., 1959, p. 7. 2. Ayd, F. J., Jr.: 
Fluphenazine: its spectrum of therapeutic application and 
clinical results in psychiatric patients, Current Therapeutic 


Research, 1:41 (Oct. 15) 1959. 3. Ayd, F. J., Jr.: The cur- 


rent status of major tranquilizers, in press. 


WHITE LABORATORIES, INC. 
Kenilworth, New Jersey 
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Lift the depression with Marplan. Therapeutically, 
Marplan is a new, more active amine oxidase regulator. 
Clinically, it is safer. Medically, it represents a major 
breakthrough in the chemotherapy of depression. 
Marplan has been evaluated by some 300 investigators 
who reported its use in more than 4000 patients. Re- 
sults have been impressive —frequently dramatic, and 
side effects have been markedly fewer and less severe. 
Indications range from moderate to severe psychiatric 
disorders with associated symptoms of depression, with- 
drawal or regression. Marplan is also valuable as an 
adjunct in psychotherapy to facilitate the patient's re- 
sponsiveness. Complete literature giving dosage, side 
effects and precautions is available upon request and 
should be consulted before prescribing. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 


Bibliography: 1. H. F. Darling, W. Kruse, G. F. Hess and M. G. Hoermann, 
Dis. Nerv. System, 20:269, 1959. 2. W. B. Abrams, A. Bernstein, V. D. 
Mattia, Jr., R. J. Floody and L. O. Randall, Scientific Exhibit, American 
Medical Association Meeting, Atlantic City, N. J., Jume 8-12, 1959. 3. Re- 
ports on file in the Department of Pharmacology, Roche Laboratories. 
4. Clinical reports on file, Roche Laboratories. 5. L. O. Randall and R. E. 
Bagdon, Dis. Nerv. System, 19:539, 1958. 6. W. Hollander and R. W. 
Wilkinson, in J. H. Moyer, Ed., Hypertension, Philadelphia, W. B. Saun- 
ders Co., 1959, p. 399. 7. R. W. Oblath, paper read at American Therapeu- 
tic Society, 60th Annual Meeting, Atlantic City, N. J., June 6, 1959. 
8. I. Kimbell, paper read at Cooperative Chemotherapy Studies in Psy- 
chiatry, 4th Annual Research Conference, Memphis, Tenn., May 20-22, 


1959. 10. A. L. Scherbel and J. W. Harrison, Ann. New York Acad. Sc., 
80:(3), 820, Sept. 17, 1959. 11. S. L. Cole, paper read at American Thera- 
peutic Society, 60th Annual Meeting, Atlantic City, N. J., June 6, 1959. 
12. L. O. Randall and R. E. Bagdon, Second Marsilid Symposium, Chicago, 
Ill, May 8, 1958. 13. O. Resnick, Ann. New York Acad. Sc., 80:(3), 726, 
Sept. 17, 1959. 14. G. Zbinden and A. Studer, ibid., p. 873. 15. T. R. Robie, 
Dis. Nerv. System, 20:182, 1959. 


MARPLAN )hydrazine ROCHE® 


Marplan 


achieves a happy 
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ROCHE 
LABORATORIES 
Division of 
Hoffmann-La Roche Inc. 
Nutley 10,N. J. 


lance of potency/safety 
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A Modern Psychiatric Institution 
in Montreal, Canada 


A non-profit voluntary institution, for the study, care and treatment 
of emotional, mental, personality and habit disorders. 


On a foundation of dynamic psychotherapy, all other therapies are 


used as indicated. 


Fully accredited for the undergraduate training of residents, psy- 
chologists, social workers and nurses. 


Adequate supervision of the treatments program and therapeutic 
team by the psychiatrist in chief. 


4 CAMILLE LAURIN, M.D. 
CHARLOTTE TASSE, R.N. Scientific Director. 


BERNADETTE LEPINE, R.N. Member of the ‘Société Francaise de Psy- 
President & Vice-President chanalyse.”’ Certified in Psychiatry from the 


of the Board of Directors. si alt egy and Surgeons of the 


+ 


ALBERT PREVOST 
6555 Gouin Bivd. West, Montreal, P.Q. Phone RI 4-6481 
Founded in 1919 


NEURO-PSYCHIATRIC CENTER 
— ACCREDITED BY THE JOINT COMMISSION ON ACCREDITATION OF HOSPITALS — 


Brochures and rates sent on request. 
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Yew agent for 


brand of biperiden 


PARKINSON’S DISEASE 


postencephalitic — idiopathic — arteriosclerotic 


DRUG-INDUCED EXTRAPYRAMIDAL DISORDERS 


parkinsonism — dyskinesia — akathisia 


MUSCULAR SPASTICITY NOT RELATED TO PARKINSONISM 


ACTION Frequently diminshes akinesia, rigidity, and tremor 
with subsequent improvement in coordinated move- 
ment, gait, and posture. Masklike face disappears. 
Salivation and oily skin are decreased. Oculogyric 
crises are often lessened in intensity and frequency. 


SIDE EFFECTS Minimum (mainly dry mouth or blurred vision). 


DOSAGE Individual adjustment of dosage is necessary in all 
instances. Dose range extends from 2 mg. te 24 mg. 
daily, in divided doses. 


AVAILABLE Supplied as the hydrochloride salt, 2 mg. bisected tab- 
lets, bottles of 100 and 1000. 


Complete information furnished upon request. 


KNOLL PHARMACEUTICAL COMPANY 


(formerly Bilhuber-Knoll Corp.) 


XLI 


oy 
“a 
SF 
€ 
® 
£ 
NEW JERSEY 
i 
ae | 


= 
4 
ag 


controls 
the acute 
psychotic episode 


elicits continuing 
cooperation 


promotes 
accessibility 


LITERATURE SUPPLIED ON REQUEST 


Sparine 


HYDROCHLORIDE 
Promazine Hydrochloride, Wyeth 
INJECTION TABLETS SYRUP 


References: 1. Frain, M.K.: J. Nerv. & Ment. Dis. 
125:529 (Oct.-Dec.) 1957. 2. Graffeo, A.J.: New 
York State J. Med. 58:2056 (June 15) 1959. 
3. Lesse, S.: Am. J. Psychiat. /13:984 (May) 1957. 


Wyeth Laboratories, Philadelphia 1, Pa. 


A Century of Service to Medicine 
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A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 


Owned and Operated by The Anclote Manor Foundation—A Non-Profit Organization 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic Therapies * Large Staff 
Trained for Team Approach * Supervised Recreational Program 
Medical Director Consultants in Psychiatry 
Lorant Forizs, M.D. Samuel G. Hibbs, M.D. Arturo Gonzalez, M.D. 
Clinical Director Samuel Warson, M.D. Roger E. Phillips, M.D. 
Walter H. Wellborn, Jr., M.D. Zack Russ, M.D. Melvin Gardner, M.D. 
Director of Training Walter Bailey, M.D. Martha McDonald, M.D. 
Peter J. Spoto, M.D. Robert Steele, M.D. 
TARPON SPRINGS, FLORIDA - VICTOR 2-1811 
Approved by American Psychiatric Assn., Accredited by Joint Commission on Accreditation of Hospitals 
Member National Assn. of Private Psychiatric Hospitals, American Hospital Assn., Florida Hospital Assn. 


HIGHLAND HOspPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 
moky Mountain Range of Western North Carolina, affording excep- 
tional opportunity i ee sical and nervous rehabilitation. 

The OUT-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care. 
R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 

Medical Director Associate Medical Director 
HN D. PATTON, M.D. 
Clinical Director 
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THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


The Anderson School is a co-educational, residential school, offering general, business, academic, 
and college entrance courses from grade seven through high school. The school is accredited by the 
New York State Department of Education, and a majority of its graduates regularly enter college 
or junior college. It is psychiatrically oriented and is well equipped with the most modern methods 
and procedures, not only in academic, recreational and modern school environment fields, but 
particularly in personnel and guidance of each individual student. A full-time psychiatrist and 
psychologist are in residence. Our work emphasizes a much wider concept of student training and 
growth than is conceived of in present-day education. Educating the student as a person, adjusting 
and maturing his personality is a primary aim. 


V. V. ANDERSON, M.D., LL.D., Director 


For further information write to 
Lewis H. GAGE, M.A., Headmaster 


84 miles from New York City Telephone: TUrner 9-3571 


THE BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a small 
group of girls over five years of age. Carefully chosen staff. 
Special modern teaching techniques and program of therapeutic 
education. Varied handicrafts, cooking, nature study and field 
trips. Outdoor games, picnics and other activities. Comfortable, 
homelike atmosphere. Close cooperation with family physician. 
70 miles from New York City. 


Di — Frances M. King, formerly Director of the Seguin School References 
oe Catherine Allen Brett, M.A. Telephone Dingmans Ferry 8138 


CARE and TRAINING for the For Children with Emotional 


School or Other Problems 


MENTALLY RETARDED CHILD camp waTERFORD 


The Training Schooi at Vineland provides care and Route 1, Quaker Hill, Connecticut 
treatment for boys and girls 2 years or older with Near New London. Phone Gibson 3-9820 


mental! potential of 6 years. Complete professional 

staff. Electroencephalographic, and neurological ex- Where Everybody is Somebody 

aminations, individual psychiatric, psychological, Four generations specializing in academic, 

physiological, and speech observations and thera- emotional, overactive, personality, speech, occu- 

pies. pational, and vocational problems. 600 acres- 

SIX COMPREHENSIVE PROGRAMS: all sports, tennis, handball, baseball, etc. 

lakes, islands—modern scientific barn, tractors, 
Observation and © Residential Supervision chickens, incubators, etc. Division for slow 

e Diagnosis ies a Program children, all ages. Cooperation with personal 
Education and Training ®@ Psychiatric Treatment psychiatrist, psychologist, physician. 

© Custodial Care Center Rita Saunders, Herbert Schacht, Directors 

The educational program aims at maximum devel- Arthur Weider, Ph.D., Consultant, 

opment of each child. Training includes self-care; Psychological Services 

group living; formal classroom education; develop- + (See article in March 1959 issue of 

ment of practical habits, attitudes and work skills. RECREATION magazine by Rita Saunders 

Children live in homelike cottages on 1600-acre and Herbert Schacht) 

estate. School, hospital, chapel, swimming pools, 

lake, working farm. The Training School Research 


Laboratory is famed for continuous study of causes, 
prevention and treatment of mental retardation. Also WATERFORD COUNTRY 
Established 1888. For information write: Registra:, 
Box N. BOARDING SCHOOL 


for problem children year ‘round. 


hildren with ¢ pro 
AT VINELAND, NEW JERSEY >? Buckingham Rd, Brooklyn 26, N. Y. 


(Prospect Park) @ BU 4-7400 


A private, non-profit residential center for the care and 
treatment of the mentally retarded 
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Extension of the reduced subscription rate 
of $5.00 (less than one-half the regular rate) 
for the AMERICAN JOURNAL OF PSY- 
CHIATRY has been authorized to include 
medical students ; junior and senior internes ; 
first, second, and third year residents in train- 
ing ; and graduate students in psychology, psy- 


chiatric nursing, and psychiatric social work. 
In placing your order, please indicate issue 
with which subscription is to start. 


Send subscriptions to: 


THE AMERICAN JOURNAL OF 
PSYCHIATRY 


1270 AVENUE OF THE AMERICAS 


New York 20, New York 


THE BROWN 
SCHOOLS 
FOR EXCEPTIONAL CHILDREN 


The Brown Schools, in operation since 1940, has 
facilities for the private idential treatment of 
emotionally disturbed children and for the educa- 
tion of retarded children of all ages. 
Specialists on our staff in psychiatry, psychology, 
medicine, social work, speech pathology and spe- 
cial education assure a well-rounded approach to 
the problem of the exceptional child. 

Seven different suburban and ranch units make 
possible the placement of each child in a group 
best suited to his interests, age, ability, develop- 
ment and social adjustment. 

We have recently prepared a comprehensive view 
book for your use in learning more about our 
schools and the services we offer. We invite you 
to write for a copy and also for any particular 
information you desire. 


Please write: 


Mrs. Nova Lee Dearing, Registrar 
P. O. Box 4008 D 


Austin, Texas 


A HANDBOOK OF HOSPITAL PSYCHIATRY 


A PRACTICAL GUIDE TO THERAPY 


By Louis Linn 


$10.00 


227 West 13 Street 


“As simple as a primer, as comprehensive as Webster's Unabridged 
Dictionary, the author has succeeded admirably in providing what will 
surely become an indispensable manual for all workers in the field . . . 
the book should become a rallying point for all those interested in 
furthering the welfare of their patients, psychiatry anj themselves. 
American psychiatry will owe a great debt to both Linn and his pub- 
lisher."-—J. Am. Med. Assoc. 


“The author of this volume has performed an outstanding service. This 
book presents an immensely practical array of facts and information and 
has a surprising scope.” —Digest Neurol. & Psychiat. 

“It was about time somebody wrote this book . . . an extrzordinarily 
complete and compact work that will provide an alert hospital staff with 
a year of seminar material. As the only book of its type, it is necessarily 
a pioneer work. Some day I suspect it will be a classic.” —Am. J. Psychia’. 


INTERNATIONAL UNIVERSITIES PRESS, INC. 


New York 11, N. Y. 
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PERSONALITY, STRESS AND 


TUBERCULOSIS 
Edited by Phineas J. Sparer illustrated, $12.50 


Sponsored by the American College of Chest Physicians, the Veterans Administration, 
the Tennessee Department of Mental Health, and the Tennessee Psychiatric Association. 
“This interdisciplinary approach to the tuberculosis patient . . . is a first attempt to integrate the 
extensive current developments in the newer psychomedical aspects of tuberculosis. Each of the 

33 chapters has been written by an authority in medicine, psychiatry, or psychology.” 
—Library Journal 


“A new book which may mark a milestone . . . the first one to make available, under one cover, 
the extensive current developments and perspectives in this field.""—Paul Flowers 


INTERNATIONAL UNIVERSITIES PRESS, INC. 
227 West 13 Street New York 11, N. Y. 


HALL-BROOKE 


An Active Treatment Hospital, located one hour from New York 


A private hospital devoted to active treatment. analytically-oriented 
psychotherapy, and the various somatic therapies. 


HALL-BROOKE, Greens Farms, Box 31, Conn. 
Tel.: Westport CApital 7-1251 
George S. Hughes, M.D. Robert Isenman, M.D. 
Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 


Albert M. Moss, M.D. Edward M. Keelan, M.D. 
Louis J. Micheels, M.D. Peter P. Barbara, Ph.D. 


1220 DEWEY AVENUE WAUWATOSA 13, WISCONSIN 


A DYNAMICALLY ORIENTED HOSPITAL FOR THE 
TREATMENT OF MENTAL AND EMOTIONAL ILLNESSES Bi 


For information write to Department of Admissions 
No.: Bluemound 8-2600 


ESTABLISHED 1884...BOOKLET ON REQUEST 
Fully Accredited 
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SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 
Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 


Harry C. SOLOMON, M.D. GeEorGE M. SCHLOMER, M_D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 


MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. JaMEs Brapy, M. D., Medical Director 
C. F. Rice, Superintendent 


FraNcis A. O'DONNELL, M. D. RICHARD L. Conpe, M. D. 
Ropert W. Davis, M. D. H. C. Hosss, Ph. D. Clinical Psychology 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 


FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


HOWARD W. BERG, M.D., Medical Director 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 
12,101 COLUMBIA PIKE, SILVER SPRING, MD. 


HEmlock 2-1200 
Nine miles from Washington, D. C. — In rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


H. E. Andren, M. D. Member of N. A. P. P. H. 
Medical Director Accredited by Joint Commission on Accreditation of Hospitals 
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COMPTON SANITARIUM 


820 WEST COMPTON BOULEVARD COMPTON, CALIFORNIA 
NE 6-1185 — NE 1-1148 


Member of American Hospital Association and National Association of 
Private Psychiatric Hospitals 
High Standards of Psychiatric Treatment ..... . Serving the Los Angeles Area 
Fully Approved by Central Inspection Board of APA 
Accredited by Joint Commission on Accreditation of Hospitals 


G. Creswe_t Burns, M.D. Heten Ristow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


Oscar ROZETT, M. D. THOMAS P. PROUT, JR. 
Medical Director Administrator 


Established FALKIRK HOSPITAL 
CENTRAL VALLEY, N. Y. 
TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 
Devoted to the individual care and treatment of psychiatric disorders. An active therapy program 
and diversified buildings permits classification of patients. 
Located 2 miles north of Harriman Exit (No. 16) N. Y. State Thruway 
50 miles from New York City 
Member N.A.P.P.H. 
fully approved by Central Inspection Board of APA 
accredited by Joint Commission on Accreditation of Hospitals 


T. W. NEUMANN, JR., M. D. PERCY E. RYBERG, M. D. 
Director Clinical Director 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Wo Fe, M.D. RALPH S. GREEN, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A psychoanalytically oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 
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WINDSOR HOSPITAL Established 


A Non Profit Corporation 1898 


CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


JOHN H. NIcHOLS, M. D. G. PAULINE WELLS, R. N. HERBERT A. SIHLER, JR. 
Medicui Director Administrative Director Secretary 


Phone: 
CHestnut 7-7346 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


Keep and protect your Journals in this new 


VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


Note new price: $2.50 each: 
3 for $7.00 


Please add 25 cents postage for each 
file ordered 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 

1270 Avenue of the Americas 

New York 20, N. Y. 

WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 

1270 AVENUE OF THE AMERICAS, ROOM 1817 

New York 20, New York 

Enclosed herewith is $ ............ for one year's subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume Number 


NAME 
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The antidepressant, mood-lifting effect of 
‘Dexamyl’ can often help the patient receiving 
psychotherapy to continue normal daily activities. 


*‘Dexamyl’, a combination of Dexedrine* (dextro 
amphetamine sulfate, S.K.F.) and amobarbital, 
is available as tablets, elixir and Spansule* 
sustained release capsules. 


Gf) Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. 


DEXAMYL*—to help maintain your patient between 
we psychotherapeutic interviews 
at 
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PENNSYLVANIA 


THE DEVEREUX FOUNDATION 


ANNOUNCES 


THE OPENING OF A NEW RESIDENTIAL 

TREATMENT CENTER FOR CHILDREN 

WITH INTELLECTUAL AND EMOTIONAL 
DIFFICULTIES 


at 
VICTORIA, TEXAS 


Inquiries should be addressed to 


THE REGISTRAR 
THE DEVEREUX SCHOOLS 
VICTORIA, TEXAS 


The Victoria program will incorporate the principles 
of Therapeutic Education with a multi-disciplinary 
approach that have developed from years of experience 
in the field of Special Education. 


SCHOOLS 
THE DEVEREUX FOUNDATION COMMUNITIES 
A nonprofit organization Founded 1912 CAMPS 


Devon, Pennsylvania TRAINING 
Santa Barbara, California Victoria, Texas RESEARCH 


HELENA T. DEVEREUX Professional inquiries for Eastern 
Administrative Consultant Schools should be directed to Charles 

J. Fowler, Registrar, Devereux 

EDWARD L. FRENCH, Ph.D. Schools, Devon, Pennsylvania; for 
Director Pacific Coast Schools, to Keith A. 

Seaton, Registrar, Devereux Schools 

WILLIAM B. LOEB in California, Santa Barbara, Cali- 


Treasurer fornia. 
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